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In January, 1948, a special Thursday 
morning outpatient clinic was established at 
Duke Hospital for the examination and treat- 
ment of children with convulsive disorders. 
The clinic was first under the direction of 
Dr. Hans Lowenbach from the department of 
neuropsychiatry, and Dr. H. Grant Taylor of 
the department of pediatrics. The pediatric 
house physician, the resident, and intern staff 
constituted the remainder of the clinic staff. 

During the period from January, 1948, to 
June, 1950, 200 new patients were seen. Of 
these 10.5 per cent presented diagnostic prob- 
lems which, in the final analysis, were not 
found to be convulsive. The remaining 179 
had convulsive disorders of one type or an- 
other. With the convulsive clinic serving as 
a base, these patients were studied by the de- 
partment of biochemistry, the eye, ear, nose 
and throat department, the allergy clinic, 
the department of neurosurgery, the Child 
Guidance Clinic, the electroencephalography 
laboratory, and the department of social 
service. They received their general care 
from the Pediatric Clinic. Although most 
procedures were carried out on a outpatient 
basis, facilities were available in the pediat- 
ric ward for the hospitalization of patients 
requiring ventriculograms or surgical pro- 
cedures. A complete review of the 200 pa- 
tients is presented in this study. 
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Onset and Duration of Disorders 


Of the 179 children with seizures the large 
majority had been less than 5 years old at the 
time of their first convulsion. Table 1 shows 
the details of this relationship. It will be seen 
that 33 patients (18.4 per cent) had convul- 
sions before the age of 1 year; 39 (21.2 per 
cent) had convulsions between the ages of 1 
and 3. In all, 102 (57 per cent) had convul- 
sions before they were 5 years old; and 27.4 
per cent, between the ages of 5 and 10. Only 
28 (15.6 per cent) had the onset of convul- 
sions after the age of 10 years. An interest- 
ing relationship brought out in table 1 is that 
92 (51.3 per cent) of the patients had been 
having convulsions for more than one year at 
the time they were seen in our clinic. Only 
34, or 19 per cent, were seen during the first 
month after the onset of seizures (table 1). 


Etiology 
Of the several factors that enter into the 
causation of epilepsy, heredity, birth injury, 
trauma, and central nervous system disturb- 
ances resulting from other causes were 
studied in this review. 


Heredity 

The influence of heredity is particularly 
hard to evaluate. Figures cited by various 
authors indicate that from 18 to 28 per cent 
of convulsive patients have a family history 
of convulsive disorders. The incidence of pos- 
itive family histories in control groups 
throughout the country ranges from a maxi- 
mum of 10 per cent to a minimum of 4 per 
cent. Of the 179 patients in our series, 42 had 
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Table 1 
Onset and Duration of Disorder 





Duration* Patients’ Age (Yrs.) at Time of Onset 

fe 0% 2 a ae Cn ee oe 
1 week SF O22 202 ie 8 ce OS 
1 month 138) 842620 259050: 0.50 
1 year 10.2.7 40 4S. 2S A 8 SS 
ite 2 poate S72 OOS SE ST ee 
2to 5 years 11:8 2 6°38:4 1 4°12 1:0 
5 to 10 years. 3.5 0.6,3 0 0 1..1°0.1 0 
Over 10 yrs. cae ae, ee ee ee 0 

Total 83 389 9 211112 514 718 9 6 





i *Before patient was seen in the Convulsive Clinic. 


a positive family history. The histories were 
weighed according to Bridge’s system", 
whereby a convulsive disorder of any kind in 
a parent or a sibling receives a rating of 2 
plus, and a disorder in any other member of 
the family a rating of 1 plus. Evaluated in 
this way, 76.4 per cent of the patients seen in 
our clinic were found to have no family his- 
tory of convulsive disorders. Two and two 
tenths per cent received a rating of 4 plus, 
2.2 per cent a rating of 3 plus, 6.1 per cent a 
rating of 2 plus, and 12.8 per cent a rating 
of 1 plus. These figures show that the factor 
of heredity was prominent in only 10.5 per 
cent of the patients, whereas 23.5 per cent 
had a positive family history (table 2). The 
general conclusion of Penfield and Erick- 
son) seems applicable to our patients — 
namely, that a predisposition toward convul- 
sive disorders may be inherited, but not the 
disorder itself. 


Factors surrounding birth 

The incidence and nature of factors sur- 
rounding the birth of children which may 
have contributed in some degree to the con- 
vulsive disorder are shown in table 3. Of the 
7 premature infants included in this series, 
4 developed convulsions during the first year 
of life, 1 developed convulsions in the second 
year of life, and 2 developed convulsions in 
the eleventh year of life. The history of pre- 
maturity may be coincidental in the 2 pa- 
tients who developed epilepsy in the eleventh 
year of life; the history in the other 5 is, in 
all probability, significant. 

Experience has shown that 45 per cent 
of all premature infants examined at autopsy 
have diffuse hemorrhage over the surface of 
the brain, and that a large percentage of 
those that survive develop major seizures 
early in life. Bridge states that prematurity 
appears to predispose to epilepsy by increas- 
ing the incidence of the usual type of birth 
injuries. 
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Table 2 
Hereditary Factor in 179 Patients with Seizures 


Family History No. Patients 





Be ett das ak sh dl ne vee ksoeso sae aeseaienspaatiinacaibambaees 137 

Rip SS SRI EAS ese Beker SDS SP AASB WORN PLR 23 
Te a dipsatvouct cots 11 

i Nee PERRI SUNS edie ie cP ko ete 4 

LIME 2S RAAT Re DNR OR ere OOM 4 

0 —Negative 

1+—Convulsive disorder in any member of the 

family 


2+—Convulsive disorder in sibling or parent 


Table 3 


Incidence of Contributive Factors 
Associated With Birth 


Factors No. Patients 
| NE |. NASIR SPARE Tete ig MIN tn eo ee 7 
eT) aR RET CERES eon a SNe ean DD 15 
PRUE CUTOIMOOED oo 5 
POMUIC TOUIIO WIR ooo cscctcececesecece... 8B 
Contracted pelvis in mother .....0...00000000000....... 2 
Version and extraction —...........00000000-00.0000-------- 2 
Breech delive NEARS Su GSA aap a Os pee a 
Spastic from "birth 3 SOPRA SSRIS MSO ace 3 
SU, UNI esac ee 
ROMPOMN MOCO ooo 1 
Subdural hematoma .............................-..-... mas | 
ae aetna eee 1 

| Rate SI ED ae eo tale Per WeRCen Gara te 44 


Trauma and illness 

A total of 64 patients had a history of trau- 
ma or illness leading to a disturbance of the 
central nervous system. Seventeen of these 
had definite trauma to the head. In only one 
patient was roentgenographic evidence of 
trauma found. All patients with a history of 
post-traumatic unconsciousness, vomiting, or 
disorientation for an appreciable period of 
time, as well as 4 patients with a probable 
history of trauma, were included in the 
classification. In two cases the head was 
injured in a fall that was immediately fol- 
lowed by a convulsion. It is difficult in these 
2 cases to determine if the fall was the result 
of a seizure or if the seizure was the result 
of the fall. 

In 21 patients the first convulsion occurred 
during an episode of fever. This represents 
a small proportion of all children with a his- 
tory of one or more convulsions. Penfield and 
Erickson®’, and Bridge believe that if all 
children with febrile convulsions were fol- 
lowed throughout childhood, many would be 
found to be convulsive. Hemiplegia and other 
localizing signs occur frequently in children 
who have convulsions following a febrile epi- 
sode, suggesting that definite damage to the 
central nervous system occurred, and that 
convulsions are a manifestation of a residual 
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Table 4 


Presumptive Precipitating Factors Leading to a 
Disturbance of the Central Nervous System 


Factors No. Patients 


Fever of undetermined origin .........................-.. 21 
Definite trauma to the head................................ 17 
Otitis media 5 
Respiratory tract infection ........ Ta eA IO ti 4 
Measles 4 
I Se  slaconk sibbceceuneiia 4 
Mumps . ees ee oes ee 
Congential syphilis .. Eph ene w gh prec 2 : 
2 
1 
1 
2 
1 
1 





Encephalitis, undetermined type AE ARS OTS 
Measles encephalitis 
Toxoplasmosis ..........-....... 
Ethyl] alcohol avenuseatl 
Brain tumor . ree eit eee 
Gaucher’s disease ........... sta dkdcslinprblng anaes 
Agenesis of corpus et Eee re 





focus of cerebral irritation (table 4). 


Other factors 

Besides trauma and illness accompanied by 
fever, other possible precipitating factors 
were encountered in 30 patients. Although it 
is not always possible to determine the mech- 
anism by which any illness or precipitating 
factor produces convulsions in a given pa- 
tient, each of the conditions listed in table 4 
has been known to precipitate a convulsive 
disorder. 

It is interesting to note the overlap be- 
tween patients with precipitating factors and 
patients with proven or presumed cerebral 
birth injuries. Twenty-seven patients are 
found in both groups. Of the 44 who had 
family histories of epilepsy, 4 had both a 
precipitating factor and cerebral injury, 7 
had a birth injury in addition to a family 
history of convulsions, and 9 had a precipi- 
tating factor as well as a positive family his- 
tory. Twenty-four patients had a positive 
history without other factors. When the total 
picture of this group of patients and the 
overlap referred to above are considered, 
there is only presumptive evidence of the 
etiology of “epilepsy” in 109 patients. This 
leaves 70 patients, or 39.1 per cent, whose 
histories give no hint at all as to the etiology 
of their disorders. 

The etiology of “epilepsy” is variable, and 
in most cases must be taken to be a combi- 
nation of several factors. Nevertheless, there 
still remains a large group of cases in which 
the etiology can not be determined. A con- 
tinuous search for causes must be the basis 
for all knowledge that will aid the patient 
and reward the physician. 
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Diagnosis 
Procedures 

At the patient’s first visit a history was 
obtained and a complete physical examina- 
tion was made in the Pediatric Clinic. A pre- 
liminary diagnosis was established next, and 
appointments with the department of radi- 
ology, the electroencephalography labora- 
tory, and the Convulsive Clinic were sched- 
uled. Further diagnostic procedures, if indi- 
cated, were planned, and treatment was pres- 
cribed at the Convulsive Clinic conference. 

Roentgenograms of the skull, including PA 
and lateral stereoscopic views, were made in 
106 (59 per cent) of the cases studied. Nine 
showed significant abnormalities. Ventricu- 
lograms were made by the department of 
neurosurgery in 18 cases, and 2 patients 
with brain tumors were subsequently oper- 
ated upon. 

Dees and Lowenbach" have reported the 
electroencephalographic records in a previ- 
ous series of allergic children with convulsive 
disorders. Dr. Susan Dees follows up all of 
our patients who have a history of allergy, 
who show evidence of allergy by skin testing, 
or whose electroencephalograms show a pre- 
dominant occipital dysrhythmia. 

Of the 179 patients 61 (33.9 per cent) were 
found to be mentally retarded. This judg- 
ment was made by evaluating the patient’s 
clinical behavior, with the additional help of 
psychometric testing. Nineteen patients were 
given special psychometric tests, and some 
were tested repeatedly for evidence of im- 
provement or regression in mental capacity 
under therapy. The results were of value in 
determining the clinical approach to the in- 
dividual patient, but not in determining the 
effect of treatment on intellectual capacity. 
Ten of the children were referred to the Child 
Guidance Clinic for further treatment and 
disposition. 


Types of seizures 

Many children with a history of fits or 
seizures were found, when their behavior and 
fit-like activity were described, to be non- 
convulsive. An accurate description of the 
seizure was found to be the most helpful aid 
in the diagnosis. 

The course and development of the seiz- 
ures, as well as their number and frequency, 
varied in each patient. The individual and 
symptomatic nature of convulsions makes it 
necessary to conduct all indicated clinical 
studies in order to determine and assess the 
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Table 5 
Types of Seizures in 179 Convulsive Patients 
Seizures No. Patients Per Cent 
Major 
Grand mal alone 123 68.7 
Major focal alone 11 6.2 
Major and minor 20 11.0 
Total 154 85.9 
Minor 
Minor seizures 15 8.3 
Petit mal 7 3.9 
Psychomotor 3 1.8 
Total 25 14.0 
etiologic, contributing, precipitating, and 


other factors related to convulsions, rather 
than merely to diagnose and classify the dis- 
order.’ Progress in the field of convulsive 
disorders will be greater as diagnosticians 
utilize the facilities to investigate, as com- 
prehensively as possible, the nature and 
origin of these “seizures,” rather than accept 
the terms “genetic,” ‘idiopathic,” or “heredi- 
tary,” as applied to patients. 

With regard to description, the value of 
greater precision in defining petit mal was 
realized; and the simple seizure, character- 
ized by staring or blinking eyes and the tem- 
porary suspension of activity, came to be 
recognized as the true petit mal seizure. The 
practice of grouping akinetic seizures, mas- 
sive myoclonic jerkings, and other minor 
motor seizures with petit mal has been dis- 
continued in our clinic. When the term petit 
mal is used too broadly, it serves to obscure 
the nature of minor seizures and non-convul- 
sive diagnostic problems are thus overlooked. 
The seizures found in the present series are 
classified in table 5. 

The higher percentage of major convul- 
sions in our series is striking. It is likely that 
this figure can be explained by the large 
territory (about 40,000 square miles) from 
which our clinic draws its patients, and by 
the fact that many patients with minor seiz- 
ures are treated in their own community by 
their local physicians. Patients with major 
seizures are more often sent to this clinic for 
the further study and evaluation of their 
treatment than are those with minor seiz- 
ures. Of the patients having major seizures, 
a total of 20 had grand mal in combination 
with other types of seizures (table 6). 

Children with seizures often experience 
head trauma during their first convulsion. 
Although 17 patients had a definite history 
of trauma, with or without neurologic evi- 
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Table 6 
Mixed Seizures (Major and Minor) in 20 Patients 


Seizures No. Patients 
Grand mal, major focal...........0..0.22.0...0.00-000-..---- 2 
Grand mal, major focal, minor focal.................. 1 


Grand mal, minor motor 
Grand mal, akinetic 
Grand mal, petit mal 
Grand mal major focal, petit mal...........0............ 1 








dence pointing to the site of the lesion, some 
experienced grand mal epilepsy, and a few 
had major focal seizures. Walker has stated 
that a history of accident or trauma is not 
valid unless the seizures occur within two 
years of the injury. The number of patients 
in this series is too small to evaluate trauma 
as an etiologic factor or to establish a clear 
relationship between trauma and focal seiz- 
ures. 

In the group of patients with a combina- 
tion of major and minor seizures were those 
who experienced varied types of major seiz- 
ures, with intermittent minor seizures. This 
group of patients presented the problem of 
the progression of convulsive disorders, nox 
only in relation to the evolution of the illness, 
but also with respect to the effects of treat- 
ment. During treatment a grand mal type of 
seizure may become aborted or appear as a 
residual type of minor seizure; or conversely, 
a minor seizure may develop into a major 
seizure or a combination of seizures. It is 
worth noting that without treatment 20 of 
our patients experienced mixed seizures, or 
what has been called a combination of major 
seizures with other types. 


Three patients with psychomotor epilepsy 
are included in the group of 25 patients with 
minor types of seizures. The seizures of these 
patients were atypical, and for the most part 
their activity could be classed as “psychic.” 
They would run to their parents and com- 
plain of some vague fear or difficulty, and 
then appear to be out of contact with reality, 
dazed, or bewildered. Some patients with 
psychomotor seizures experience grand mal 
convulsions. In order to be evaluated cor- 
rectly, these patients should be separated 
from those who experience psychomotor 
(psychic, random motor, or automatism) 
seizures, without major tonic or clonic move- 
ments. 

Only 7 patients with classic petit mal were 
found in the group with minor seizures. The 4 
patients with akinetic seizures experienced 
“jack-knifing” or “salaam” and fell to the 
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Table 7 
Types of Minor Seizures in 25 Patients 
No. Patients 
REE Ro Ast See RSP En ee Mea LC aon 
Akinetic ............... PEARSE TRIN ee errr tte 4 
OI oa Snes akc cece kako AR Gee 1 
NERS SS Ra eben ale 1 
|”. SRR De aS a air Senge epee 7 
Psychomotor ...................-.. ETOP eaten es oR an ae a 3 
I ce ah Ra eS 25 


floor, but quickly resumed their former ac- 
tivity. Minor motor seizures varied in sever- 
ity, and the type of attack was not constant 
in any given patient. Nine patients in this 
group had seizures of rather brief duration, 
with quick resumption of activity, although 
the seizure time was longer than that seen 
in petit mal or akinetic seizures. One patient 
experienced the classic Jacksonian seizure 
without loss of consciousness. Another pa- 
tient, with what was classified as a minor 
focal seizure, had sudden clonic movements 
of one arm and adversive movements of the 
head which did not spread or cause the loss 
of consciousness (table 7). 

Among 21 patients.in the clinic, behavior 
problems, chorea, fainting, breath-holding, 
and other complaints were found to be symp- 
toms of non-convulsive conditions (table 8). 

The history and the description of the at- 
tacks were most important in separating the 
group of patients with non-convulsive dis- 
orders from those with convulsive disorders, 
especially those with minor seizures. We feel 
that many non-convulsive patients may be 
treated needlessly with anticonvulsive medi- 
cation for prolonged periods of time, if the 
differential diagnosis is not considered in 
every patient with minor seizures. Of the 
total group of 200 patients seen in our clinic, 
the 25 patients diagnosed as non-convulsive 
accentuate the necessity for careful diagno- 
sis. 


Tne Electroencephalogram and Types of 
Convulsive Disorders 


The electroencephalogram (EEG) is an 
important aid in the diagnosis, treatment, 
and study of patients with convulsive dis- 
orders. It is also a valuable tool in following 
the progress of patients in whom an under- 
lying disease is often the cause of seizures. 

Electroencephalographic recordings were 
made on 177 of the 200 patients in this series. 
Because of failure to obtain cooperation for 
the test procedure before seconal sleep 





CONVULSIVE DISORDERS—PINE AND OTHERS 






Table 8 
Non-Convulsive Symptoms and Conditions 


No. Patients 
Behavior problems 
Chorea 
Fainting ......... 
Breath holding ......... 
Tic or habit spasm. 
Cerebral palsy ......... 
Clumsiness «~.:..........:.... 
Vague staring ......... 
Headache ............--..-. 
Bizarre movements . 
“Startle” reactions 


| et et et et te DO OO 
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records were instituted, 23 patients were not 
tested. 

The records were classified according to 
the type of abnormality present. The reader 
of the EEG knew only that the diagnosis of a 
convulsive disorder was to be considered; 
the type of seizure was unknown. A list of the 
EEG’s was made following the Gibbs classi- 
fication. Normal records are obtained 
from children as well as from adults with 
convulsive disorders. In our series, out of 161 
epileptic children who had EEG’s, 133 (82.6 
per cent) had abnormal records. 

Occipital abnormalities or slow waves pre- 
dominately in the occipital regions occur in 
many children without epilepsy, especially 
when paroxysmal activity is not demon- 
strated in the record. Henry’ and Cohn) 
consider such a finding in children as border- 
line, or not definitely abnormal. In the group 
of epileptic children were 16 patients with oc- 
cipital abnormalities. When these are added 
to the 28 with normal records, 117 (72.7 per 
cent) with definitely abnormal records re- 
main (table 9). 

A total of 16 children who had EEG’s were 
diagnosed as non-convulsive patients in the 
Pediatric Convulsive Clinic. Of these-8 had 
normal records, 3 had occipital abnormal- 
ities, leaving 5, or 31.3 per cent, with defi- 
nitely abnormal records. Hence the EEG was 
a helpful tool in the diagnosis of convulsive 
disorders in approximately 7 out of 10 pa- 
tients. If the recurrent and random episodic 
nature of convulsions is considered together 
with the possibility of stable patterns of elec- 
trical activity between seizures, the practical 
value of the EEG will be enhanced. 

A classification of the EEG’s in correla- 
tion with the various types of seizures was 
made (table 10). Under major seizures are 
grouped the grand mal, major focal, and 
combined major seizures (with or without 








134 NORTH CAROLINA MEDICAL JOURNAL April, 1951 
Table 9 
Electroencephalograms of 177 Patients 
EEG Classification 
: . Be : 
= 2 2 cK 
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Types of 5 SE sé 55 a5 2s 25 are : 
Seizure Zz O< fa <i Os fi &Q ME a> oom No. Patients 
Total Convulsive ...... 28 16 15 42 2 29 20 9 161 
Non-Convulsive ........ 8 3 1 3 — 1 — ome 16 
Total 177 
Table 10 


Electroencephalograms of 161 Patients with Major and Minor Seizures 
__EEG Classification 


| 
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te Bde ah gd Sh oe 
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Seizure Zz 6= ea <i os Faw FQ me a> own No. Patients 
ee cr a 25 14 13 37 2 25 17 4 137 
I sc csecnes 3 2 2 5 — 4 3 5 BA 
Total 161 


minor seizures). Under minor seizures are 
grouped the minor motor seizures (including 
the massive myoclonic jerks) akinetic seiz- 
ures, petit mal, psychomotor seizures, and all 
other minor seizures. A strict correlation be- 
tween the type of EEG and the type of seiz- 
ure or convulsion does not exist. 

All authors agree that the 3 per second 
spike and dome complex (fast spike and 
wave) occurs in closer correlation with petit 
mal than with other types of seizures. Gibbs 
and Lennox”) have reported that in 82 per 
cent of patients with a history of petit mal, 
the characteristic 3 per second alternate dart 
and dome formation is present in electro- 
encephalographic examination, which in- 
cludes a short period of hyperpnea. The typi- 
cal 3 per second spike and wave or dart and 
dome complexes occurred in 5 out of 7 of our 
patients with classic petit mal. In one other 
patient, a 2 per second spike and. hump for- 
mation occurred. Thus, of the 9 patients 
whose records demonstrated the regular or 
typical 3 per second spike and wave complex, 
4 were experiencing major seizures. 

Gibbs, Gibbs, and Lennox"®®) reported that 
the variant type of petit mal paroxysm 
occurs more often in children than in adults, 
and is associated usually with organic brain 
pathology. The term “petit mal variant,” 
used in describing these records, refers to 
the electrical pattern and not to any type of 


clinical seizure. The petit mal variant, or the 
slow spike and hump complex, occurred in 17 
(12.2 per cent) of the 137 patients with 
major seizures, and in 3 (12.5 per cent) of 
the 24 patients with minor seizures. Thus, 
even the characteristic findings of regular 
and variant types of spike and wave parox- 
ysms of electrical activity, although highly 
suggestive of epilepsy, are not by themselves 
typical of any clinical type of seizure (table 
10). 

The slow wave paroxysm occurred in 25 of 
the 137 patients with major seizures. Many 
records with predominantly fast wave activ- 
ity were classed with the generalized abnor- 
malities or cerebral dysrhythmias, since 
paroxysmal discharges did not occur. 

Only one of the patients showed a definite 
temporal spike focus. This patient also 
showed a more characteristic petit mal vari- 
ant focus, with slow spike and wave parox- 
ysms, however, and was therefore classed in 
the 2 per second spike and hump group. 
When all the paroxysmal records are com- 
bined, they form the largest group in this 
series. Paroxysmal seizure discharges oc- 
curred in 60 out of 161 convulsive patients 
(37.2 per cent) (table 11). 

A generalized cerebral dysrhythmia or 
generalized abnormality was found in 42 
(26.1 per cent) of the 161 patients with con- 
vulsive disorders and in 3 out of 16 patients 
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Table 11 


Number of Paroxysmal Records in 161 
Convulsive Patients 


No. 
Spike and Wave (petit mal) .........00..00..2000.0020..... 9 
Slow spike and Hump (petit mal variant)............ 20 
mr Wave Warnes So ns 29 
Bene were. verona: <a. 2 
ee _... 60 


with non-convulsive disorders. The broader 
term “generalized abnormality” is often used 
to indicate the non-specific nature of this 
type of record. Actually the difference be- 
tween dysrhythmia and generalized abnor- 
malities is difficult to distinguish and classi- 
fy, especially in children. In the absence of 
definite paroxysmal activity, many patients 
with non-convulsive disorders examined at 
the Duke Hospital electroencephalography 
laboratory have shown generalized abnor- 
malities or cerebral dysrhythmias. Such 
records were seen in 37 patients with major 
convulsions, and in 5 patients with minor 
convulsions. 

Focal abnormalities were not always diag- 
nostic of unilateral or focal seizures. In 15 
such records, 4 correctly lateralized the side 
involved by the major focal seizures. The re- 
maining 11 records were obtained from 5 
patients with grand mal convulsions, 4 pa- 
tients with combined seizures, 1 patient with 
minor motor seizures, and 1 patient with 
petit mal. One cannot infer from these find- 
ings that lateralization was incorrect, be- 
cause this focus may have been responsible 
for the non-focal type of convulsion. The 
classification of the 161 convulsive patients 
is summarized in table 12. 

The electroencephalographic examination 
is a necessity in the management of patients 
with convulsive disorders. In children the 
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record has a high degree of specificity only 
in petit mal. Nevertheless, with the wider use 
of this examination more accurate check of 
the patient’s progress and condition is pos- 
sible. 
Management 

The management of children with convul- 
sive disorders entails a constant search for 
the underlying cause and alteration of the 
symptom complex, as well as the recognition 
of factors that contribute to the severity and 
frequency of the attacks. Ultimate success in 
the management of convulsive disorders de- 
pends on the ability of the physician to pre- 
vent the occurrence of seizures’), The eco- 
nomic, social, and psychologic rehabilitation 
of the patient should go hand in hand with 
the use of anticonvulsant drugs. Explaining 
the nature of convulsive disorders to the pa- 
rent is frequently the most important aspect 
of treatment. A substantial part of each 
interview should be devoted exclusively to 
talking with the parents. 


Drugs and Toxicity 


Although the established anticonvulsant 
drugs are effective in controlling seizures, in 
most cases they cannot be considered as a 
cure of epilepsy. No drug is effective in con- 
trolling all types of seizures, and the intelli- 
gent choice of treatment depends on the type 
or types of seizures that are present in each 
patient. It is necessary to use the proper drug 
in optimum dosage for the different types of 
seizures. From Lennox we may do well to 
borrow the quotation: “Good therapy means 
individual treatment for each individual pa- 
tient and his particular type of seizure.”"? 

The anticonvulsant drugs used chiefly in 
this clinic were Dilantin, phenobarbital, Tri- 


Table 12 
Electroencephalograms of 161 Convulsive Patients 
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dione, and Mebaral. Less frequently used 
were Mesantoin, Thiantoin, Phenurone, and 
glutamic acid. Initial dosages were estab- 
lished with respect to particular age groups. 
Gradual adjustment to the individual patient, 
however, is the only available method for 
establishing adequate control of convulsions. 
Combinations of drugs, as determined by the 
clinical progress of the individual patient, 
were used to good advantage. 


Dilantin 

Dilantin, either alone or in combination 
with other drugs, is the most effective rem- 
edy in controlling grand mal and minor motor 
seizures. It was administered to children 
under 1 year of age in dosages ranging from 
30 mg. at bedtime to 15 mg. three times a day. 
To children from 1 to 10 years old it was ad- 
ministered, alone and in combination with 
other drugs, in dosages ranging from 30 mg. 
twice daily to 100 mg. four times daily. The 
most frequently administered dosage was 100 
mg. three times daily, in combination with 30 
mg. of phenobarbital morning and evening. 
In children above the age of 10 years the ef- 
fective dosage ranged from 60 mg. three 
times daily to 100 mg. four times daily, de- 
pending on the clinical response of the pa- 
tient. Our average patient required 100 mg. 
four times daily, in combination with 30 mg. 
of phenobarbital given three times daily. 


Phenobarbital 

Phenobarbital is seldom used alone except 
in children with nocturnal convulsions and 
in the age group below one year. In the latter, 
elixir of phenobarbital is given in doses of 
4 ec. from one to four times daily. Pheno- 
barbital is a most useful agent in controlling 
nocturnal seizures. Some children can be 
controlled on a single bedtime dose of 60 mg., 
while others require more. In our experience, 
with the aforementioned exceptions, lethargy 
and drowsiness preclude the use of this drug 
alone in effective quantities. One or two chil- 
dren were able to tolerate 100 mg. doses three 
times each day. 


Mebaral 

Mebaral was used almost exclusively in 
combination with Dilantin, particularly in 
those cases in which phenobarbital produced 
undesirable drowsiness. It is used in approxi- 
mately double the usual dose of phenobar- 
bital. 





MEDICAL JOURNAL April, 1951 
Tridione 

In our clinic the use of Tridione has been 
limited for the most part to those children 
with petit mal seizures who demonstrated a 
3 per second dart and dome paroxysm on the 
EEG. Only in rare cases has it been used in 
other types of minor seizures, and then only 
when the EEG showed the typical 3 per sec- 
ond dart and dome paroxysm. The dosage of 
Tridione was 0.3 Gm. administered twice to 
four times daily, depending upon the age of 
the patient and the severity of the seizure. 
We have at times used Tridione in conjunc- 
tion with other drugs, such as Dilantin, 
phenobarbital, Mesantoin, Thiantoin, and 
Phenurone. 


Mesantoin 


Mesantoin has been tried and is occasion- 
ally effective in patients above 3 years old 
with grand mal or minor seizures which can- 
not be controlled with Dilantin or pheno- 
barbital. 

Thiantoin 

Thiantoin has had only limited trial in this 
clinic, and at present only 3 patients with 
grand mal and one patient with petit mal are 
receiving the drug. All 4 were unresponsive 
to treatment with the usual drugs, and are 
doing better with Thiantoin. 


Phenurone 

Phenurone has been tried with only 6 pa- 
tients, and is being continued, with some 
improvement, in only 3. Our experience is 
still too limited for us to offer any comment 
on this drug. We have seen no evidence of 
damage to the liver in this small group. The 
drug was discontinued in one case when the 
child became a behavioral problem while 
under treatment. 


Glutamic acid 

Although glutamic acid has been given an 
extensive trial in all types of disorders, it 
has not been used in our clinic since October, 
1949. The only tangible effect was an over-all 
elevation of mood in most of the patients 
taking the drug. There was no significant in- 
crease in performance on repeated intelli- 
gence tests. 
The ketogenic diet 

The ketogenic diet has been tried repeat- 
edly, but patients do not like it, and it has 
proved too expensive for the economic group 
attending the clinic. We have no example of 
a patient who has followed the diet, even 
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reasonably well, throughout their clinic 
visits. 


Toxic Effects 


Therapeutic agents produced toxic effects 
in a relatively small percentage of the pa- 
tients treated. Gingival hypertrophy was 
demonstrable in 23 patients using Dilantin 
and marked in 4. Meticulous attention to oral 
hygiene has a marked inhibitory influence on 
the process. Drowsiness was the only other 
complication seen with the use of Dilantin, 
and this was marked in only one patient. 
Two patients have since developed some 
ataxia from the drug. 

In one of the patients treated with Tri- 
dione, leukopenia developed after nine 
months of treatment; this condition did not 
recur when treatment was resumed. Photo- 
phobia developed in one other patient, neces- 
sitating a temporary change in therapy. 

With phenobarbital one patient became a 
behavioral problem; the condition was cor- 
rected as soon as the drug was discontinued. 
Drowsiness was a common complaint with 
phenobarbital; however, few patients had to 
be taken off the drug for this reason. 

With the use of Phenurone one patient had 
nausea, vomiting, and an erythematous rash, 
which subsided shortly after the drug was 
discontinued. 

While taking Mesantoin, one patient devel- 
oped an erythematous rash, but therapy with 
this agent was resumed one month later,-and 
the rash has not recurred. One patient com- 
plained of difficulty in daylight vision with 
Thiantoin, and the drug was discontinued. 

The relatively low incidence of toxic ef- 
fects of this group of anticonvulsant drugs 
should be considered as fortuitous, and 
should, in no way, lessen one’s vigilance. 
Symptoms, signs, and laboratory evidence of 
toxicity should be sought for on each visit of 
the patient. Any sudden change in the status 
of a patient should be considered from the 
standpoint of toxicity. 


Causes of Delayed Diagnosis 

Since the advent of the newer anticonvul- 
sant drugs, the chief factor in successful 
therapy has been diagnosis. In reviewing the 
records of this clinic, we find that a large 
number of patients had seizures which were 
not adequately diagnosed until after several 
visits. The factors delaying diagnosis were 
considered to be: (1) The patient was seen 
early in the course of his disorder, before all 
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of the clinical manifestations were present; 
(2) the patient and the parents were not 
good observers; (3) the typical expression 
of the convulsion was masked by previous 
medication; (4) the patient had more than 
one type of convulsion; (5) a behavioral dis- 
order or other non-convulsive seizure closely 
resembling a convulsion occurred; (6) the 
clinician occasionally failed to record an ac- 
curate description of the seizures. The latter 
failure might have been due to (1) the first 
and second factors listed, (2) an inaccurate 
description of the seizure, (3) the omission 
of significant facts in recording the patient’s 
history, (4) the misinterpretation of state- 
ments made by the informant. These factors 
account for some delay in the control of the 
seizures. More specific attention paid to these 
seemingly relatively minor points will aid in 
more rapid evaluation of the patient as a 
means to adequate treatment. 


Summary 


1. The experiences of the Duke Pediatric 
Clinic with convulsive disorders in children 
during the two and a half year period from 
January, 1948, to June, 1950, have been de- 
scribed. 

2. Data obtained from the charts, person- 
al observation of the patient, and various 
studies performed to aid the diagnosis and 
treatment of 200 patients have been outlined. 
The study included 179 patients with a diag- 
nosis of seizures, and 21 patients who were 
eventually diagnosed as non-convulsive. 

3. This study stresses the fact that recur- 
rent seizures are symptomatic of conditions 
causing cerebral disorganization. Such an ap- 
proach aids in the diagnosis of many diseases 
whose presenting symptoms are convulsions. 

4. A strict correlation between the type 
of the electroencephalogram and the type of 
seizure does not exist. Yet the electroenceph- 
alogram is a valuable aid in diagnosis and 
treatment of patients with seizure activity. 

5. Treatment must be directed to help the 
child with seizures, not only with anticonvul- 
sant medication, but also by efforts toward 
rehabilitation, guidance and greater under- 
standing of his malady. 
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DIAGNOSIS AND MANAGEMENT OF 
COLONIC AND RECTAL POLYPS 


IsAAC E. HARRIS, JR., M.D. 
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DURHAM 


A polyp or polypus is a smooth and pedunc- 
ulated growth arising from a mucous surface. 
The term is not specific, since it refers only 
to the form or shape of a growth. 

We have limited our study to simple ade- 
nomas—that is, adenomatous polyps—found 
in the large bowel and rectum. A patient with 
a papillofibroma—that is, a hypertrophied 
anal papilla—is sometimes told that he has a 
polyp. This growth is not a true adenoma, 
however, and has no relation to the subject 
being discussed. 

No attempt will be made to discuss the 
histopathology of adenomas, but one impor- 
tant point should be made: All true adeno- 
matous polyps of the large bowel are poten- 
tially malignant. Mayo™, Bacon®), Jones) 
and others have stated that all true adeno- 
matous polyps become malignant if they are 
left long enough. Lockhart-Mummery and 
Dukes stated that simple adenomas, 
whether single or multiple, eventually show 
malignant characteristics, and they consider 
the adenoma merely a stage in the develop- 
ment of a malignant tumor. 


Types of Polyps 
Polyps may be true polyps, and pseudo- 
polyps. The latter type is considered second- 
ary to an inflammatory condition such as 
chronic ulcerative colitis. Most writers today 
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differentiate between isolated adenomas and 
the entity commonly known as polyposis”. 
We are omitting any discussion of the subject 
of polyposis as we understand it. 

Adenomas may be single or multiple, ses- 
sile or pedunculated, with a stalk which may 
be several inches in length. In its incipiency, 
the polyp appears as a slight elevation of the 
mucous membrane, but as growth progresses 
it presents a rounded surface and may as- 
sume a lobular shape. Adenomatous polyps 
constitute the most common type of benign 
tumor found in the rectum and sigmoid, 
and as has already been stated, all of them 
eventually become malignant if they are not 
removed. 


Analysis of a Series of Twenty-Nine Cases 

This discussion is based upon a study of 
29 patients with 32 adenomas who were seen 
during the past two years in a private proc- 
tologic practice. 

Age and sex incidence. The youngest pa- 
tient in the series was 3 years old, and the 
oldest was 75 (table 1). The greatest inci- 
dence was found among patients in the 
fourth and fifth decades of life, who made up 
48.3 per cent of this series; 17.3 per cent of 
the cases, however, were in children. Almost 
three fourths of our patients—72.5 per cent 
—were males. Ault, Castro, and Smith, at 
the recent meeting of the Southeastern Sur- 
gical Congress, reported that in a series of 
352 adenomas occurring in 270 patients the 
incidence was equally divided between the 
sexes. Only 5 per cent of their cases occurred 
in children. All the series we reviewed®?)5.6.?) 
showed the incidence to be greater in males 
than in females. 


Table 1 
Age and Sex Incidence of 
Colonic and Rectal Polyps in 29 Cases 
AGE No. 


(Years) Cases Percent. 
CT ESE SS BEI AE eed, Came plies 17.3 
20-30 — 1 

81-40 — 4 

RE ee nS a a 48.3 
51-60 — 6 

61-75 — 5 

SEX 

I 7 aii td 72.5 
Females— 8 ....................... ATE ae Ro Lore 27.5 


Size, location, and number 

Polyps vary in size from 2 mm. to 10 cm. 
The smallest in this series was 2 mm., and 
the largest, 3.5 cm. They are most commonly 
found in the rectum, rectosigmoid, and sig- 
moid. In this series more than 90.5 per cent 
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of the growths were visible through the sig- 
moidoscope. In the series reviewed by Ault, 
Castro, and Smith, 91.5 per cent were visible 
by the sigmoidoscope. In our series 55.3 per 
cent of the polyps seen were on the anterior 
wall. 

In this series of 29 patients, 7 or 24.1 per 
cent had multiple adenomas. In the series re- 
viewed by Ault, Castro, and Smith, 19.3 per 
cent had two or more adenomas, and one of 
these had eight. The greatest number of 
polyps found in a single individual in our 
series was three. 


Incidence of malignant change 

The incidence of malignant changes varies 
widely in different reports. In our series it 
was 8 per cent. Ault, Castro, and Smith re- 
ported an incidence of 21 per cent, and Bacon 
and Broad), 20.3 per cent. 


Signs and Symptoms 

Bleeding is the most important sign". 
The blood may be bright or dark red, and 
may appear in clots or as a wine colored 
discharge. Wheneyer there is a history of 
blood passed by rectum, one should immedi- 
ately think of a tumor and not of hemor- 
rhoids. The passage of blood from the rectum 
in children should always lead one to suspect 
the presence of an adenomatous polyp. In 
adults, bleeding from the rectum is due to 
hemorrhoids or to some pathologic condition 
of the anorectal region in more than 90 per 
cent of the cases; but one should never make 
this diagnosis until thorough proctosigmoid- 
oscopy, together with a roentgen examina- 
tion, when this is indicated, has been done. 
Making a diagnosis of hemorrhoids without 
a proper examination results in more fatali- 
ties than any other error committed in deal- 
ing with lesions of the rectum and sigmoid. 

Mucous discharge: On arising, the patient 
may have a seepage or explosive discharge of 
mucus, with or without blood, and with or 
independent of a bowel movement. This his- 
tory should always suggest a tumor of the 
bowel. 

Prolapse: Polyps may protrude or simulate 
hemorroids. At times they may cause pro- 
lapse of the rectal mucous membrane or of 
the entire wall of the rectum. This occurs 
most frequently in children. 

Intussusception is also particularly fre- 
quent in children, and should always cause 
one to think of a polyp. 

Obstruction is usually incomplete unless 
associated with intussusception. At times the 
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polyp may become large enough to cause an 
incomplete obstruction itself. 

Cramping and lower abdominal pain: 
Large polyps may cause cramping of the 
bowels, which will often help to locate a large 
lesion. 

Constipation or diarrhea: Constipation 
and a sense of weight or pressure in the 
rectum may be present after the growth has 
attained considerable size. A large polyp may 
also produce irritation resulting in diarrhea. 

Tenesmus: This is an expression of the pa- 
tient’s instinctive efforts to extrude a for- 
eign body, the polyp, from the rectum. 

Asymptomatic group: It cannot be stressed 
too strongly that polyps are often asymto- 
matic. Fifty-eight and six tenths per cent of 
the cases in this series were found upon 
routine proctosigmoidoscopy done in con- 
junction with a complete study of an asymp- 
tomatic patient, or before anal anorectal sur- 
gery was performed. In the series of Ault, 
Castro, and Smith, 203 cases out of 270 were 
diagnosed on routine proctosigmoidoscopy. 
In a series of 291 cases reported by Bacon 
and Broad, 63 per cent of the patients of- 
fered no complaint referable to the benign 
growths which were found on routine exami- 
nation. 

It is amazing how seldom proctosigmoid- 
oscopic examination is performed. In Watts 
Hospital during 1949, 1247 barium enema 
examinations, 3471 roentgen studies of the 
stomach, and 888 cystoscopies were carried 
out, but only 167 proctosigmoidoscopies were 
recorded. Barium enema examinations do 
not take the place of proctosigmoidoscopies, 
and vice versa. No study of the large bowel 
is complete without both procedures. One is 
an adjunct to the other, and where one is 
indicated it is likely that both will be. 

In recent years there has been a great deal 
of publicity concerning the early detection 
and treatment of cancer. We even have 
traveling laboratories for roentgen studies 
of the stomach. Little or no emphasis, how- 
ever, has been put upon proctosigmoidoscopic 
examinations, although this procedure is a 
more practical one. More than 50 per cent of 
the malignancies of the gastrointestinal tract 
are found in the large bowel and rectum, and 
more than 76 per cent of these are within 
reach of a sigmoidoscope. When the prema- 
lignant lesions which we are discussing are 
added to this figure, the extreme importance 
of proctosigmoidoscopic examinations is im- 
mediately apparent. 
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Figures 1 and 2 


Diagnosis 

The routine methods of diagnosis—digital 
examination, proctosigmoidoscopy, and 
roentgen study — suffice in practically all 
cases. When one polyp is found, the entire 
large bowel and rectum should be thoroughly 
studied for additional ones. Adenomas of the 
rectum are to be distinguished from hyper- 
trophied papillae, internal hemorrhoids, vil- 
lous papillomas, mucous prolapse, proci- 
dentia, and carcinoma. 


Treatment 


There is only one treatment—removal. 
As was stated previously, the discovery of 
one adenoma calls for roentgen examination 
of the entire colon to rule out the presence 
of additional lesions. Since all adenomatous 
polyps are considered pre-malignant, it is 
imperative that they be removed; this point 
cannot be too strongly emphasized. We hear 
and read a good deal about the diagnosis and 
treatment of cancer of the large bowel and 
rectum. The finest and most satisfactory 
treatment of cancer of the colon and rectum, 
however, is the diagnosis and adequate re- 
moval of adenomatous polyps. It is chiefly by 
this means that we can lower the death rate 
from cancer of the colon and rectum. 


Removal through the sigmoidoscope 


Eighty to ninety per cent of intestinal 
polyps are visible through the proctosigmoid- 
oscope, and most of these can be removed 
through the ’scope if proper instruments are 
available. Figures 1 and 2 illustrate the in- 
struments which we think are necessary. 
Figure 1 shows a _ proctosigmoidoscope, a 
biopsy forceps, and a suction tube, of which 
there are several varieties. Next to the bet- 


tom is a forceps usually used as a cotton 
carrier, but often valuable in manipulating 
a polyp for complete examination and for 
removal by the electric snare. 

Figure 2 shows the electric snare, and just 
beneath it an electrode which is useful for 
removing biopsy specimens and coagulating 
bases. It carries various tips, several of 
which are shown. It is hollow and has holes 
at the distal end, so that smoke may be as- 
pirated during coagulation. Third is a most 
valuable instrument for controlling a bleed- 
ing point, as blood and smoke can be aspi- 
rated at the same time coagulation is being 
done. The second and third instruments are 
carried by the same handle. The one at the 
bottom is not necessary, but is very handy 
at times. It may be divided in the middle and 
used as a 6 inch electrode, it has a good angle 
at the handle, and also carries various tips. 

There are three methods of removing 
polyps through the sigmoidoscope (table 2). 
The first is complete destruction by electro- 
coagulation. The second is removal by biopsy 
forceps, followed by electrocoagulation of the 
base. This method is much preferred to the 
first, because it permits a microscopic study 
of the lesion after removal. The third method 
—division of the pedicle by the diathermy 
snare and electrocoagulation of the base—is 
the most desirable when it can be used. 


Table 2 


Methods Used for Removal of Polyps 
Through the Proctosigmoidoscope 


Method Cases 
nS | eR RNC eg aCe er ara Se erie 1 
MEG SIO Co a eet ee eas 6 
I ee 18 
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With an adenoma above the peritoneal re- 
flection, especially on the anterior wall, ex- 
treme caution must be used. Vigorous trac- 
tion or manipulation at the base of the ped- 
icle may result in a tear or slough, with 
perforation through the peritoneal coat. 
When a polyp of the sigmoid is large enough 
to fill the ’scope and when the entire lesion, 
including the base, cannot be adequately 
visualized, it is best to approach it through 
the abdomen. 

Figure 3 shows a specimen removed from 
a patient who consulted a physician because 
of rectal bleeding, and’ was told that the 
bleeding was coming from hemorrhoids, 
which he had. Nine months later we exam- 
ined him through the sigmoidoscope and 
found a lesion of the sigmoid. A biopsy was 
reported as showing a benign lesion. Follow- 
ing this report we attempted to remove the 
growth through the sigmoidoscope. After re- 
moving some of it, however, we felt that it 
was too extensive, and decided upon an ab- 
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dominal approach. Since the tissues removed 
through the ’scope showed questionable ma- 
lignant changes, a resection of the sigmoid 
and part of the descending colon was carried 
out seven days later. Figure 3 also shows the 
excellent healing that follows removal by 
electrocoagulation. In addition to the large 
lesion, this patient had two smaller benign 
polyps which no doubt were transplants. A 
diverticulum was also present. 

A polyp seen in the upper rectum may 
actually arise much higher—that is, in the 
pelvic colon. The formation of a long pedicle, 
or the presence of intussusception may cause 
it to descend into the rectum. Figure 4 shows 
a specimen with a very long pedicle removed 
from the upper portion of the sigmoid. This 
patient was first seen complaining of rectal 
bleeding and pain and cramps in the left 
lower part of the abdomen. A clinical diag- 
nosis of a polyp of the descending colon or 
sigmoid was made. Proctosigmoidoscopy and 
roentgen studies failed to show any lesion. 
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Her symptoms continued, and two months 
later she was re-examined. Roentgen studies 
were again negative, and at first no lesion 
could be seen through the sigmoidoscope. Just 
as we started to remove the ’scope, however, 
she strained, and the polyp suddenly filled 
the end of the ’scope and was easily pulled 
down into the rectum. 

The 10 to 20 per cent of colonic and rectal 
polyps that cannot be removed through a 
sigmoidoscope can be excised by one of three 
methods (table 3). 


Table 3 

Other Methods of Treatment - 

0. 

Method Cases 
Se FE a ERE CONE eee 
eo EE ee RET ee aye Mar er 2 
Se aR pepe ee ea ats eS 2 
RAID soot ated sceicna sas tacit d yee doluaaahai aes 4 


1. Large accessible ones may be excised 
through the anus, and the base treated by 
electrocoagulation depending upon the indi- 
vidual lesion. In our opinion, those adenomas 
below the peritoneal reflection which show 
malignant changes, with involvement of the 
bowel wall, are best handled by abdomino- 
perineal resection. This procedure has the 
lowest morbidity and mortality, and gives the 
best chance of permanent cure. A permanent 
low midline colostomy is of little inconveni- 
ence if properly managed—that is, with irri- 
gations every forty-eight hours, well de- 
signed and fitted belts, and no colostomy 
bags. The patients we have do not seem to 
mind them at all. 

2. Transcolonic excision is the method of 
choice for those polyps located proximal to 
the rectosigmoid and not accessible through 
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the ’scope. An incision made vertically 
through the longitudinal band gives adequate 
exposure. A sterile sigmoidoscope may be 
inserted above and below to determine 
whether additional lesions are present. A 
frozen section should be made, and if it is 
reported malignant, adequate segmental re- 
section should be carried out. 


3. Segmental resection is indicated for 
large sessile lesions and in cases where mi- 
croscopy shows malignant involvement of 
the pedicle. 


The avoidance of complications 


We feel that all these patients should be 
given antibiotics prior to removal of the 
growths, and for several days afterwards. 
Since instituting this procedure we have had 
no complications, but prior to the routine 
use of antibiotics we had 2 patients who 
hemorrhaged seven and ten days respectively 
after removal. One of these had to return to 
the hospital for electrocoagulation of the 
bleeding point. In the other case, the bleeding 
stopped spontaneously. Removal of polyps 
should always be done in the hospital, and 
since we are dealing with premalignant le- 
sions all patients return for examination 
every six to eight months as long as they live. 
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Abstract of Discussion 


Dr. C. S. Drummond (Winston-Salem): Cancer of 
the rectum and colon is more amenable to treat- 
ment than cancer in any other portion of the body 
except, perhaps, the skin. Successful treatment, 
however, depends upon early diagnosis of lesions 
that have already become cancerous, and especially 
the early diagnosis and removal of the precancer- 
ous lesions. The precancerous nature of these rectal 
and sigmoidal adenomas has been fairly well under- 
stood for several years and is being brought to our 
attention more and more, 

When examined microscopically these adenomas 
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are found to consist of a central mass of adenoid 
tissue covered with the normal columnar epithel- 
ium of the bowel wall. They are not simple out- 
growths of the normal mucous membrane. Lockhart- 
Mummery says that “A careful microscopic exam- 
ination shows that they originate beneath the mu- 
cous membrane, probably in the solitary follicles, 
and as they protrude into the bowel become covered 
and surrounded by the mucous membrane.” 

The first physical sign of malignancy in these 
lesions is fixation, ulceration or both. It is impos- 
sible to predict when such changes will take place, 
or, if they are present, to tell when they began. 

Dr. Harris‘ youngest patient was 3 years old; I 
have seen a single polyp in a child 2 years of age. 
As Dr. Harris has emphasized, a large percentage 
of these adenomas are asymptomatic. Only by more 
complete examination can we recognize and treat 
such lesions before they become malignant. 


Four instruments are necessary for a complete 
rectal examination; the forefinger of either hand, 
the anoscope, the sigmoidoscope, and an x-ray ma- 
chine, The first of these instruments every doctor 
has. We must remember, however, that there is 
more to doing a digital examination of the rectum 
than merely inserting the finger into the ampulla 
of the rectum through the anus. One should palpate 
the rectum as far as the tip of his finger can reach, 
and feel the entire surface of the bowel. This pro- 
cedure should be followed with the anoscopic and 
sigmoidoscopic examination, and with x-ray studies 
when these are indicated. The importance of these 
first three instruments cannot be overemphasized, 
since statistics show that about 75 per cent of all 
adenomas as well as cancers of the bowel can be 
seen through a 10 inch sigmoidoscope. Roentgeno- 
grams are a valuable adjunct to the other methods 
of examination, and we have to rely on them when 
the lesion is beyond the reach of the sigmoidoscope. 

As Dr. Harris has said, there is but one treat- 
ment—removal. Since these lesions are considered 
premalignant by those who know, they should 
never be allowed to remain, regardless of how inno- 
cent they may appear. A physician who makes a 
diagnosis of a polyp of the large bowel and does 
not remove it, or see that it is removed, has com- 
mitted a grievous sin against his patient. 

It cannot be overemphasized that extreme cau- 
tion must be used in removing growths above the 
peritoneal reflection; they must be well visualized 
and preferably of the pedunculated type. If the 
polyp is of considerable size or sessile, and if the 

atient has been properly prepared preoperatively, 

it is much safer to remove it through the abdominal 
approach. Removal of a large growth from the am- 
pulla of the rectum by the rectal approach some- 
times becomes very difficult, particularly if the 
growth is sessile. A ~~ biopsy specimen should 
be obtained from near the center of this type of 
growth before any attempt is made at its removal; 
specimens removed from the edges may be mis- 
leading. 

I agree with Dr. Harris that all of these patients 
should be in the hospital and should be given anti- 
biotics for several days before and after the oper- 
ation. It is never safe to attempt removal of these 
growths as an office procedure. 

Dr. Harris is to be commended for his presenta- 
tion of this important subject, and I want to thank 
him for the privilege of discussing. 

Dr. Gordon Sinclair (Raleigh): It seems hardly 
necessary to stress the importance of proctosig- 
moidoscopic examination; yet in the last three years 
I have removed four carcinomas of the rectum from 
patients who had had hemorrhoidectomies just a 
few months earlier. That is nobody’s fault but ours. 
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No patient should have a hemorrhoidectomy until 
he has been examined properly by proctosigmoidos- 
copy. 

If these adenomas show early, low-grade malig- 
nant changes, and if they can be well fulgurated, 
it is not necessary to perform radical surgery. 
These lesions can be cured by fulguration, but the 
patient should be followed by re-examination every 
few months. 





MESENTERIC CYSTS 


WILLIAM H. FREEMAN, M.D. 
DURHAM 


Mesenteric cysts, although rare enough to 
be regarded as surgical curiosities, were re- 
ported as early as 1507 by Beneviene. A 
small number of cases were reported by other 
writers before Rokitansky gave his classic 
description of a chylous cyst in 1842. Clin- 
ically, much of the interest in these cysts has 
centered in the varied symptomatology which 
they produce; academically, the etiology and 
classification have long been controversial 
topics. It is hoped that the report of five addi- 
tional cases will contribute statistically to the 
study of this rare and interesting condition. 

The low incidence of mesenteric cysts is 
shown in the following figures, which have 
been reported by various authors”: 


Period Hospital 
1900-1926 Massachusetts General 6 


No. Cases 


1906-1938 University of California 1 in 93,511 
admissions 

1930-1938 Los Angeles General 1 in 188,921 
admissions 

1929 Mayo Clinic 8 in 820,000 
admissions 


Five cysts of the mesentery were seen on 
the surgical service at Watts Hospital in ap- 
proximately 89,000 admissions between 1938 
and 1949. Summaries of these cases follow. 


Case 1 


A two year old boy was admitted to the hospital 
with a history of cramping abdominal pain in both 
lower quadrants for twenty-four hours. He had 
started vomiting twelve hours before admission, and 
had had two loose, brown stools. On admission the 
pain had become stabbing in character, and was 
localized in the mid-abdomen. The past history re- 
vealed that three months previously he had had 
a similar attack which lasted thirty-six hours and 
subsided. The family history and the past history 
were negative. 

The physical examination was negative except 
for the abdominal findings. There was generalized 
tenderness and some muscle spasm. The abdomen 
was slightly distended and tympanitic to percus- 
sion. The peristalsis was diminished. The white 


From Watts Hospital, Durham, North Carolina. 
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blood cell count was 12,200, with 82 per cent poly- 
morphonuclear cells. The urine examination was 
negative. 

The preoperative diagnosis was ruptured appen- 
dix with peritonitis. At operation a large multi- 
locular cyst of the ileal mesentery, containing 
bloody fluid and closely connected to the bowel wall, 
was found. . 

Because of the child’s poor general condition, the 
cyst was marsupialized. The pathologic diagnosis 
was lymphatic cyst of the mesentery, with hemor- 
rhage. 

The postoperative course was uneventful, and the 
patient was discharged fourteen days later. 


Case 2 


A 67 year old white man was admitted with a 
history of heartburn and indigestion for about five 
years. The distress was usually relieved by Tums 
and sodium bicarbonate. For eight weeks prior to 
admission he had had nausea and vomiting, which 
gradually became worse. He was placed on a liquid 
diet, but continued to vomit. There was a weight 
loss of 30 pounds during this time. No history of 
melena, hematemesis or jaundice was reported. He 
had noted in the upper abdomen occasional cramp- 
ing pains which did not radiate. 

The physical examination was negative except 
for the abdominal findings. There were dilated veins 
on the abdominal wall. Some fullness in the epi- 
gastric region was noted, and a grapefruit sized 
mass was felt after a gastric lavage was performed. 

Roentgenograms revealed a deformity of the 
stomach. 

An exploratory laparotomy disclosed a large, 
firm mass in the lesser omental cavity and smaller 
firm nodules scattered throughout the peritoneal 
cavity. A small cyst, measuring 5 cm. in diameter 
and containing serous fluid, was removed from the 
mesentery of the ileum. : 

The pathologic diagnosis was neurogenic sarcoma 
and a lymphatic cyst of the mesentery. The post- 
operative course was uneventful. 


Case 3 


A 41 year old white female was admitted on Oc- 
tober 31, 1947. The past history revealed that seven 
years previously she had had an obstructing lesion 
of the sigmoid colon, which was diagnosed as tu- 
berculosis, A colostomy was performed at this time. 
About three years later the fecal current was re- 
established, and she got along very well except for 
a troublesome sinus which drained some fecal ma- 
terial. Two years prior to admission an incisional 
hernia developed, causing some discomfort. 

The physical examination revealed a moderately 
obese female with an incisional hernia in the old 
left rectus incision. There was a small sinus open- 
ing. Otherwise, the examination was negative. 

On November 11, 1947, the sinus tract was ex- 
cised and an exploration was carried out. A small 
rounded cyst, measuring 9 cm. in diameter, was 
found in the mesentery of the sigmoid colon. The 
cyst was enucleated with ease, and the incisional 
hernia was repaired. 

The wound healed by first intention and the 
postoperative course was uneventful. 


Case 4 


On April 29, 1949, a 66 year old female was ad- 
mitted with a chief complaint of abdominal pain 
of forty-eight hours’ duration. Past history revealed 
that she had had a gastric hemorrhage from a be- 
nign ulcer in May, 1943. Seventy-two hours before 
admission she had fallen across a chair and injured 
her abdomen. Twenty-four hours later she was 
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awakened from sleep by a sudden onset of general- 
ized abdominal pain. The pain was located in the 
upper abdomen, and was cramping in character. 
Six hours later she had a normal bowel movement. 
The pain persisted, however, and later in the day 
she took a laxative, which was followed by one 
watery stool. Nausea persisted from the onset of 
the attack, and she vomited on four occasions. There 
were no genitourinary symptoms, and no history 
of melena or recent weight loss. 

The physical examination revealed a frail woman, 
who appeared acutely ill. The positive findings were 
limited to the abdomen, which was slightly dis- 
tended and showed marked muscle spasm. Two sau- 
sage shaped masses were palpated in the upper 
and mid- abdomen respectively. She was markedly 
tender over these masses. 

An exploratory laparotomy, carried out two hours 
later, disclosed two large cystic structures arising 
from the small bowel mesentery. The larger cyst 
was twisted, and contained approximately 1,000 cc. 
of sanguineous fluid. The smaller cyst contained 
about 500 cc. of sanguineous fluid, and there was 
free bloody fluid in the peritoneal cavity. Both cysts 
were enucleated with ease. 

The pathologic diagnosis was a lymphatic cyst of 
the mesentery, with hemorrhage. The postoperative 
course was uneventful, and the patient was dis- 
charged from the hospital on June 4, 1949. 


Case 5 

A 60 year old white female was admitted on May 
13, 1948, with a chief complaint of “gas pains” for 
three days. She had been constipated for the past 
three months, with some decrease in stool caliber. 
No feces or flatus had been passed on the day of 
admission. There had been occasional nausea, but 
no vomiting, and no gastrointestinal bleeding. 

The physical examination yielded no positive find- 
ings beyond the abdomen, which was found to be 
slightly distended and tender, with some voluntary 
muscle guarding. No “organs or masses were pal- 
pable. 

An upright film showed dilated loops of small 
intestine, with fluid level suggestive of intestinal 
obstruction. 

On May 14, 1948, an exploratory laparotomy was 
performed, A large cystic structure measuring 9 
cm, in diameter was removed from the mesentery 
of the ileum, and was found to contain a whitish, 
pasty material. The pathologic diagnosis was lym- 
phatic cyst of the mesentery. 

The postoperative course was uneventful, and 
the patient was discharged on May 21, 1948. 


Comment 


All the cysts in this series were of the 
lymphatic type. Three of the patients were 
over 60 years of age, one was 41 years old, 
and one was a 2 year old child. In no case was 
the diagnosis made preoperatively. Acute 
symptoms were present in 3 of the cases, 2 
of which were diagnosed as intestinal ob- 
struction, and one as acute appendicitis with 
perforation. One case was complicated by 
torsion; 2 others were producing some de- 
gree of intestinal obstruction. Two of the 
cysts were found at operations for other con- 
ditions. One cyst was in the mesentery of the 
sigmoid colon; the other four were located in 
the ileal mesentery. 
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Enulceation was carried out in all cases 
except that of the child. In this case the cyst 
was so adherent to the ileum that marsupial- 
ization was performed. The patient’s gen- 
eral condition did not warrant a resection 
of the cyst and adjacent bowel. 


The postoperative course of all the patients 
was uneventful. 
Classification 
Mesenteric cysts were first classified by 
Braquehaye® in 1892. Moynihan™), in 1897, 
presented a classification based on the cystic 
contents. In 1900 Dowd stressed the em- 
bryologic origin of these tumors and classi- 
fied them as follows: 
1. Embryonic cysts 
(a) Dermoid; (b) serous; (c) chylous; (d) hem- 
orrhage; (e) enteric 


2. Hydatid cysts 
3. Malignant cystic disease 


Many writers have presented satisfactory 
modifications of Dowd’s classification. Be- 
fore one accepts any classification, however, 
the definition must be clarified. Peterson’ 
stated that true mesenteric cysts are not ma- 
lignant, parasitic or tuberculous; therefore, 
he separated all mesenteric cysts into two 
groups and presented the following classifi- 
cation : 

I Embryonic : 
(a) Cysts arising from embryonic remnants and 
sequestrated tissue 
(1) Serous; (2) chylous; (3) 
and (4) dermoids 
(b) Cysts of intestinal origin i 
(1) By sequestration from the bowel during 
development : 
(2) From Meckel’s diverticulum, when it 
arises from the concave side of the bowel, or 
acquires an intramesenteric position 
(c) Cysts arising from the urogenital organs 
II Pseudocysts : 
(1) Of infective origin; hydatids, and cystic 
degeneration of tuberculous nodes 
(2) Cystic malignant disease 


sanguineous; 


Incidence and Pathology 


Mesenteric cysts occur in all age groups. 
The cysts may be single or multiple, unilocu- 
lar or multilocular. They vary in size from 
1 centimeter to one that fills the entire ab- 
dominal cavity. They may occur in any por- 
tion of the mesentery. Jackman and May- 
ston” report that 70 per cent are found in 
the small bowel mesentery, and 25 per cent 
of these in the ileal mesentery. All except one 
case in this series of 5 cases originated in the 
small bowel mesentery. The contents of the 
cysts may be chylous, serous, or bloody. 

Cysts of nephrogenic origin are the rarest 
of all mesenteric cysts. These are usually 
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large, and involve the mesentery and adja- 
cent structures. They are filled with a brown- 
ish serous fluid containing pseudomucin*’. 
Dowd suggested the close relationship of 
the wolffian body and genital ridge to the 
mesentery in fetal life, thus supporting the 
theory that these cysts may be derived from 
misplaced remnants of the wolffian body. 

Enteric cysts comprise an_ interesting 
group which are usually found in the lower 
end of the ileum. They may be closely con- 
nected with a Meckel’s diverticulum, the 
navel, and misplaced portions of the intes- 
tine. They vary in size, and contain yellowish, 
colorless, or brownish mucinous material. 
Microscopically, the cyst wall resembles the 
wail of intestine, containing mucosa, smooth 
muscle and lymphoid tissue, and a lining of 
cuboidol or stratified epithelium. Cysts that 
are connected with the navel are known as 
omphalomesenteric cysts. 

Dermoid cysts are also quite rare. They 
vary in size and location, and usually contain 
elements of the entoderm, mesoderm, and 
ectoderm. 

Sanguineous cysts are so designated be- 
cause of the bloody contents, usually due to 
extravasation or trauma. 

Serous cysts vary in size, and contain clear 
fluid. The walls of these cysts resemble the 
walls of the lymphatic type. However, they 
usually contain smooth muscle fibers, sug- 
gesting a possible exteric origin. 

Lymphatic cysts are the most common type 
of mesenteric cysts. All the cases in the pres- 
ent series fall into this category. These cysts 
may be unilocular or multilocular, and usual- 
ly contain clear fluid, chylous material, and 
occasionally blood. 

Microscopically, the wai!s are composed of 
fibrous tissue, containing round cells or 
lymph follicles. The cells lining the cyst are 
usually of the endothelial type. Occasionally, 
giant cells are seen around fatty detritus. 


Etiology 

The pathogenesis of mesenteric cysts re- 
mains controversial. Of the many theories 
that have been proposed, none completely ex- 
plains the origin. Stasis of the lymphatic 
ducts, a theory that has been advocated by 
many writers, is excluded because of the rela- 
tively limited involvement. The abundant 
anastomosis between the mesenteric lym- 
phatic passages is evidence against the theory 
of a simple obstruction. Degeneration of 
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lymph nodes, trauma, and inflammatory 
changes have all been considered as possible 
etiologic agents. 

Some writers feel that these cysts are 
true angiomas. Dowd pointed out the pos- 
sibility of an embryologic origin. He felt that 
early in fetal life a sequestration of cells 
from the wolffian body may become dis- 
placed and give origin to nephrogenic cysts. 
He also suggested that such a sequestration 
of cells from the intestinal tract might pro- 
duce cysts which appear to be intestinal in 
origin. 

Diagnosis 

Preoperative diagnosis of a mesenteric 
cyst is the exception rather than the rule. 
None of the cases in this series was diagnosed 
before operation. Parsons” was able to find 
only four cases in the literature which were 
diagnosed preoperatively. The larger cysts 
are occasionally diagnosed; the smaller ones 
are usually found incidental to some other 
procedure. The diagnosis is ordinarily made 
by exclusion. Although roentgenograms of 
the abdomen may be of some value, they are 
not conclusive. 

A history of abdominal pain which does 
not localize is fairly characteristic of these 
cases. Usually there are recurrent episodes 
over a number of years. Nausea and vomit- 
ing are usually present, and pressure on the 
intestinal lumen may result in disturbances 
of bowel function. 

A smooth, rounded, elastic mass that is 
freely movable is suggestive of a mesenteric 
cyst. A flat percussion note may be heard 
over the site. Occasionally an omental cyst 
presents the same characteristics, and dif- 
ferentiation is difficult. In the uncomplicated 
case, the temperature, pulse, and blood find- 
ings are normal. Hemorrhage into or rupture 
of the cyst may produce abdominal tender- 
ness and rigidity. 

Other possible complications are torsion 
of the cyst, intestinal obstruction (which may 
or may not produce peritonitis), and pres- 
sure upon the pelvic organs. The patient is 
usually seen after one of the above compli- 
cations has developed. At operation the real 
cause of the acute symptoms is found. 

Other conditions which are suspected with 
the onset »f acute symptoms caused by mes- 
enteric cyst are acute appendicitis, intestinal 
obstruction, acute diverticulitis, and other 
types of abdominal tumors. 
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Treatment 


The treatment of mesenteric cysts is en- 
tirely operative, and may be classified as 
follows: 

1. Enucleation: This is the procedure of 
choice in all cases where it is practicable, 
since the mortality rate is very low. Enucle- 
ation was done in 4 of the cases in this series, 
without a mortality. 

2. Enucleation, with resection of bowel: 
This procedure is performed (1) when re- 
moval of the cyst cannot be accomplished 
without danger to the mesenteric vessels, or 
(2) when marsupialization has failed to re- 
lieve the patient. Obviously, the mortality 
rate is higher because of the greater surgical 
trauma. Some writers report a mortality 
rate as high as 40 per cent. Resection was 
not necessary in any of the cases in this 
series. 

3. Marsupialization: Some surgeons look 
upon this procedure as obsolete. It is the 
procedure of choice in cases which cannot be 
enucleated and in which enucleation, with 
resection of the bowel, may be dangerous. 
There are theoretical dangers—namely, in- 
fection, intestinal obstruction and peritonitis 
—but these are relatively uncommon. The 
procedure is relatively safe, and the results 
are surprisingly good. Marsupialization was 
done in one case in our series because of the 
attendant dangers of an immediate resection. 

4. Aspiration: This procedure is obsolete 
and is usually followed by recurrence. It has 
no place in the armentarium of the present 
day surgeon. 


Summary 

1. Five cases of mesenteric cysts are pre- 
sented, with a brief resume of the symptoms, 
physical findings, examinations, and opera- 
tive findings. 

2. The classification of mesenteric cysts 
is discussed briefly. 

8. Asummary of possible etiologic factors 
is presented. 

4. The symptomatology and physical find- 
ings are reviewed, with emphasis on the like- 
ly complications. 

5. The treatment of this unusual condition 
is discussed. 
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HORSESHOE KIDNEY 


CHARLES M. NORFLEET, JR., M.D. 
and 
Tom B. DANIEL, M.D. 


WINSTON-SALEM 


The congenital anomaly of median fusion 
of the kidneys has recently been brought to 
our attention anew by the appearance of 3 
such cases at this clinic. Two patients showed 
evidences of obstruction, with pain and in- 
fection. In the third case a tuberculous infec- 
tion was present in one kidney. All 3 patients 
were relieved by operation. These cases re- 
emphasize the necessity for considering this 
condition in all patients with bizarre symp- 
toms related to the upper urinary tract. 


Incidence and Pathology | 

Reports on the incidence of the condition 
in large series of autopsies vary from 1 in 
500 to 1 in approximately 1000 cases”. In 
90 per cent of the cases fusion is of the lower 
poles), The long axis of each kidney points 
medially and anteriorly, while the calices are 
directed medially. Reduplication of the pelvis 
may occur on either or both sides. The pelvis 
is usually anterior to the isthmus, while the 
ureter courses ventral to the isthmus. The 
two kidneys are usually asymmetrical with 
regard to size, proximity to the vertebral 
column, and level in the body. 

The condition may vary in degree from 
complete fusion along the entire surface of 
both kidneys — “cake kidney” —to a thin 
isthmus of fibrous tissue containing no ac- 
tual renal parenchyma. “Cake’” kidneys most 
often lie within the bony pelvis. The isthmus 
usually lies on a level with the third inter- 
space, and in rare instances has been known 
to lie behind the aorta and vena cava. Acces- 
sory vessels and bizarre renal veins and 
arn, oe es S Rae: Pe tae ‘Cones: 
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arteries are the rule rather than the excep- 
tion, and present possible causes of obstruc- 
tion to the urinary flow. 

The horseshoe kidney may be expected to 
be the site of many pathologic changes, chief- 
ly those secondary to obstruction. In order of 
frequency, the pathologic conditions most 
often encountered are: stone formation, hy- 
dronephrosis and pyonephrosis, tuberculosis, 
neoplasms, ureterolithiasis, injury, acute in- 
fections, ureteral stricture, and perinephritic 
abscess" 

Symptoms 

Patients with this anomaly sometimes ex- 
hibit interesting and unusual clinical pic- 
tures. Symptoms may be divided into two 
classes: (1) those which make up the “Rov- 
sing syndrome’ and (2) related symptoms. 
The Rovsing syndrome is characterized, not 
by typical renal pain, but by generalized up- 
per abdominal distress, related to a change 
in posture from the lying to a sitting or 
standing position. The patient may obtain 
relief by walking or by leaning forward to 
take tension off the isthmus and concurrently 
to relieve pressure upon abdominal nerves 
and vessels. The pain may be accentuated by 
eating, by lifting, or by any strain. 

Other symptoms are usually related to 
some pathologic condition—often secondary 
to the anomaly—such as stone formation. 
stricture, and infection. Such symptoms are 
those ordinarily associated with these condi- 
tions in patients whose kidneys are otherwise 
normal. 

Diagnosis 

The diagnosis is usually made by roentgen 
examination. Before the dev elopment of mod- 
ern investigative aids, however, sev eral cases 
were diagnosed by palpation of the isthmus. 
The typical roentgen picture is that of mal. 
rotation of the kidneys with the calices often 
pointing anteriorly or even medially, and 
with the lower poles pointing medially and 
anteriorly. 

Treatment 


Treatment is determined by the condition 
found on exploration of the kidney. Patients 
with the Rovsing syndrome, who have no 
other pathologic conditions such as stones or 
hydronephrosis, may be expected to improve 
following symphysiotomy. Even when other 
conditions are encountered, symphysiotomy 
should be performed routinely, in addition 
to any other procedures which are indicated. 

Preoperatively, the patient should be given 
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Fig. 1 (Case 1). Plain film of the abdomen with 
catheters inserted. Note the stone in the lower calyx 
of the left kidney. 


the benefit of thorough pyelographic studies, 
insofar as possible. The presence of other 
pathologic conditions may necessitate a pri- 
mary heminephrectomy, and of course this 
operation should not be done until full infor- 
mation has been obtained. 


Case Reports 


The following cases seen in our clinic each 
presented different indications for operation. 


Case 1 

A 39 year old Indian woman had had low back 
pain for sixteen years. Thirteen months before her 
admission to the hospital she began to have burn- 
ing on urination and an occasional episode of sharp 
pain in the right flank, radiating toward the pubis. 
At the same time she noticed nocturia and urgency. 
There was no history of hematuria, stones, or 
weight loss, and her general health had been good. 

On physical examination the blood pressure was 
found to be 110 systolic, 68 diastolic. The heart and 
lungs were normal. A slightly tender mass,,10 by 10 
em. in size. was palpable in the right upper quad- 
rant, and there was slight tenderness in the right 
flank. The left kidney was not palpable, and pelvic 
examination was negative. 

The blood picture was normal, and Wassermann 
and Kahn tests were negative. The blood nonpro- 
tein nitrogen was 30 mg. and the blood phosphorus 
4.1 me. per 100 cc. The urine had a pH of 6.5, a 
specific gravity of 1.014, and no albumin, sugar, 
or casts; it contained 4 to 10 white blood cells per 
high power field. Cultures made at the time of 
retrogade pyelography showed Alkaligenes fecalis 
in the urine obtained from both the right and the 
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Fig. 2 (Case 1). Preoperative retrograde pyelogram. 


left kidneys. A phenolsulfonphthalein excretion test 
showed 68 per cent of the dye excreted in two hours. 
There was a definite left hydronephrosis, and the 
findings were typical of “horseshoe kidney.” A 
retrograde pyelogram confirmed this diagnosis. A 
stone was seen in the lower calix of the left kid- 
ney (figs. 1 and 2). « 

Although this patient’s pain was entirely on the 
right side, it was thought that division of the 
isthmus, removal of the calculus, and correction of 
the obstruction on the left side might relieve her 
symptoms. At operation the condition shown in fig- 
ure 3 was found. In addition to the stone in the 
lower calix, which was obviously the result of poor 
drainage, there was caliceal hydronephrosis of the 
left lower calix, partially involving the isthmus; 
hydronephrosis of the left pelvis, caused by the 
large vessels which coursed across it, as shown in 
the sketch; and an aberrant vessel running to the 
lower pole on the left. The following procedures 
were done: (1) symphysiotomy, (2) division of the 
aberrant vessel, with heminephrectomy of the lower 
third of the left kidney, (3) nephrolithotomy, (4) 
nephrostomy, and (5) nephropexy, which involved 
rotating and elevating the kidney (fig. 4). 

The patient had an entirely uneventful post- 
cperative course. The nephrostomy tube was re- 
moved on the seventh postoperative day, and the 
patient was discharged on the eleventh day. Her 
pain was completely relieved before she left the 
hospital, and during the six months she has been 
followed. A persistent urinary tract infection has 
been apparently cleared with Chloromycetin. Figure 
5 shows an intravenous pyelogram made _ three 
months after operation. 


Case 2 


A 28 year old white woman had had an inter- 
mittent dull, aching pain on her left side since early 
childhood. During the past two years the episodes 
had become more frequent, and were associated 
with “swelling” of the left side of the abdomen. 
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Fig. 3 (Case 1). Diagrammatic representation of 


the condition existing at the time of operation. 





Fig. 5 (Case 1). Intravenous pyelogram made two 
months after operation, showing excellent function, 
good position of the kidney, correction of mal- 
rotation, and relief of hydronephrosis. 


Pyuria, marked urinary frequency, and some dys- 
uria had developed recently. There was no history 
of lithuria, hematuria, or trauma. 

On physical examination the blood pressure was 
found to be 128 systolic, 78 diastolic. The heart 
and lungs were normal, A tender fluctuant, poorly 
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Fig. 4 (Case 1). Diagrammatic representation of 
the postoperative condition. 


Fig. 6 (Case 2). Preoperative retrograde pyelo- 
gram, showing marked left hydronephrosis. 


cutlined mass, approximately 10 by 15 cm. in size, 
was palpated in the region of the left kidney. Pres- 
sure on the mass produced marked urgency. There 
was pronounced tenderness in the left flank. 
Blood examination was within normal limits. The 
nonprotein nitrogen on admission was 32 mg. per 
100 cc. The urine was slightly acid, with a specific 
gravity of 1.010, and no sugar or casts; it was 
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loaded with white cells, however. Cultures of the 
urine were initially sterile, but later showed Aero- 
bacter aerogenes. A phenolsulfonphthalein excretion 
test showed 65 per cent excretion of the dye in 
two hours. 

Retrograde pyelography showed a marked left 
hydronephrosis in a “horseshoe” kidney (fig. 6). 
At operation a very large artery and vein were 
seen to course across the pelvis of the left kidney 
anteriorly, definitely constricting the pelvis and 
obstructing its drainage. The hydronephrosis had 
produced definite dilatation of the calices, and the 
cortex of the kidney was quite thin in all areas. 
The isthmus showed a definite line of demarcation 
between the hydronephrotic left kidney and the 
normal firm tissue of the right kidney. Because of 
the marked hydronephrosis and the resultant de- 
struction of the left kidney, a symphysiotomy was 
performed and the left half of the “horseshoe” 
was removed. 

During the six months that this patient has been 
followed, she has reported relief of the pain which 
she had had almost all her life. The urinary tract 
infection was successfully treated with Chloro- 
mycetin, and the symptoms of urgency and fre- 
quency have disappeared. 


Case 3 


A 47 year old white man had had recurrent epi- 
sodes of low back pain for many years, radiating 
through and around the left flank to the left lower 
quadrant. For the past two years nocturia had 
been associated with these episodes, but he had had 
no chills or fever. Recently some terminal dysuria 
had been present, and several weeks before ad- 
mission he had noted a trace of terminal hematuria. 

The past history revealed that the patient had 
had pleurisy in 1929, at which time he was bedrid- 
den for four months. He was then apparently well 
until 1940, when he began to have a productive 
cough, chronic fever, and general malaise. A tuber- 
culous lesion was discovered in the apex of the left 
lung, and he was treated at a sanatorium for ten 
months. He received a phrenic nerve crush on the 
left. Since his discharge from the sanatorium he 
had had no further trouble. : 

Physical examination showed a blood pressure of 
120 systolic, 70 diastolic. There was no lag in res- 
piration, but slight dullness was noted at either 
apex posteriorly. No masses or abdominal. organs 
were palpable, and no tenderness was noted. Blood 
studies showed a hemoglobin of 15 Gm., and 10,000 
white blood cells, with a normal differential. The 
nonprotein nitrogen was 48 mg. per 100 cc. The 
urine was clear yellow, with a pH of 6.5, and a 
specific gravity of 1.008. Tests for albumin and 
sugar were negative. No casts were seen, but there 
was an occasional white blood cell. 

Retrograde pyelography confirmed the diagnosis 

of horseshoe kidney, and showed blunting and fuzz- 
iness of the calices on the left side. Cystoscopic 
examination showed changes in the posterior wall 
of the bladder suggestive of tuberculous involve- 
ment. Specimens of urine obtained from the left 
kidney and bladder both showed acid-fast bacilli. 
_ A left nephrectomy and a symphysiotomy of the 
isthmus connecting the lower poles were performed. 
Pathologic examination showed “chronic granulo- 
matous pyelonephritis, with tubercle formation, in 
a horseshoe kidney.” 

The patient’s wound healed well, and his im- 
mediate postoperative course was entirely satis- 
factory. When last seen on April 4, 1950, two years 
after the operation, he stated that he felt good, 
was working full time, and had gained 20 pounds 
in weight. Examination of the urine at this time 
showed only a rare white blood cell. 
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Summary 
1. The anomaly of horseshoe kidney has 
been discussed, with emphasis on its inci- 
dence, symptomatology, diagnosis, and treat- 
ment. 
2. Three cases of this condition have been 
reported. 
References 
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INFANTILE MENINGITIS 
DUE TO AN UNUSUAL AEROBIC 
SPORE-FORMING BACILLUS 


A Case Report 
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The case to be reported is noteworthy 
chiefly because it afforded an opportunity 
for competent bacteriologic study of an or- 
ganism never before described and not 
known to be naturally pathogenic. We be- 
lieve, however, that the case will interest 
the clinician as well as the bacteriologist. 


Case Report 

On December 5, 1948, a 5 day old Negro 
male infant was presented for examination 
because of convulsions. He had been delivered 
at home by a midwife, following an uncom- 
plicated full term pregnancy. The patient’s 
neonatal course had been uneventful until the 
night before admission, when the first con- 
vulsion occurred. He had been breast fed, 
and the mother presented no sign of illness. 

The family history was noncontributory. 
There had been no concomitant or recent 
illnesses among the siblings or parents. 

Our first examination was entirely nega- 
tive. The cord was sloughing from the umbili- 
cus. The temperature was normal. While in 
the clinic the infant had a mild, generalized 
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tonoclonic convulsion. Tetany of the new- 
born was suspected and 5 cc. of a 10 per cent 
solution of calcium gluconate was adminis- 
tered intravenously; the convulsion immedi- 
ately ceased. Vitamin K and 1500 units of 
tetanus antitoxin were also given prophy- 
lactically. The child was retained at the 
clinic for further observation. In a few hours 
the convulsion recurred, and admission to 
the hospital was advised. 

No positive physical findings were noted 
on admission, but lumbar puncture revealed 
a bright yellow, cloudy spinal fluid under no 
increased pressure. The cell count was 4,500 
per cubic millimeters, with 95 per cent poly- 
morphonuclears. Direct smear of the sedi- 
ment revealed a number of small slender 
gram-negative rods. A tentative diagnosis of 
Hemophilus influenzae meningitis was made, 
and Streptomycin (0.1 Gm. every three 
hours) and sulfadiazine (0.25 Gm. every four 
hours) were prescribed. 

On the following morning the infant’s 
condition was worse; the fontanelle was bulg- 
ing, the neck was stiff, and the temperature 
was 103.6 F. At this time examination of the 
cultured spinal fluid revealed a large gram- 
negative bacillus, with early spore formation. 
The appearance was peculiar in that the 
spore was subterminal, was not completely 
differentiated from the remainder of the 
organism, and was trailed by the greater 
portion of the body of the bacillus (fig. 1). 
The technician reported a superficial re- 
semblance to spermatozoa. 

We were sure now that this was not a case 
of meningitis caused by H. influenzae. Peni- 
cillin in doses of 20,000 units every three 
hours was added to the other medications. 
The infant’s course was continually downhill, 
however, and he expired on the third hos- 
pital day. 

Autopsy findings 

Autopsy, performed six hours post mor- 
tem, revealed no abnormal findings except in 
the central nervous system. The brain was 
covered with a thick grayish exudate, and 
the base was almost liquefied. The umbilical 
cord had recently dropped off, leaving a clean 
stump. The umbilical vessels within the ab- 
domen were patent and showed no signs of 
infection. All the organs were normal. Cul- 
tures of the heart blood, the liver, and the 


umbilical vessels were sterile. A culture of. 


the brain revealed the same organism which 
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Fig. 1. Photomicrograph of a smear from the 24 
hour culture of the organism, showing the bacillus, 
early spore formation, and spores. 


had been obtained from the original lumbar 
puncture. 
Bacteriologice Studies 

The organism in question proved to be a 
large, gram-variable, spore-forming, aerobic 
bacillus which in young cultures appeared as 
pleomorphic gram-negative rods. The en- 
larged portion of the pleomorphic rod did 
not appear as a spore on first examination, 
since the spore walls were thick and stain- 
able, and remained undifferentiated from 
the remainder of the organism. These large. 
swollen, subterminal ellipsoidal spores devel- 
oped in forty-eight hours, and stained darker 
than the vegetative portion of the organism, 
which after eighteen hours became gram- 
negative. The spore-forming nature of this 
organism was further evidenced by its re- 
sistance to heat. When vials of suspension 
of the culture were immersed in a water bath 
at different temperatures, growth continued 
after two hours at 50 to 80 C. At 100 C. 
growth continued more than 15 minutes, but 
less than 30 minutes. 

Young colonies on a dry, nutrient agar 
plate were large, white, flat, and translucent. 
After forty-eight to seventy-two hours the 
colonies became light tan in color, dull, 
opaque, raised, slightly rough, and tenacious- 
ly adherent to the agar surface. Growth in 
semi-solid agar or on the surface of media 
containing glucose revealed highly active 
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motile rods which swarmed across the sur- 
face. Appreciable amounts of ammonia were 
produced by growth on nutrient agar media 
after the cultures stood unopened for severa! 
days. 

Dextrose and sucrose were fermented with 
the production of acid, but no gas. The or- 
ganism failed to ferment lactose, xylose, and 
mannitol. The methyl red and Voges-Pros- 
kauer tests, indol production, and citrate uti- 
lization were negative. Starch was not hydro- 
lyzed, and gelatin liquefied slowly. 

Culturally and morphologically, therefore, 
this organism is presumably related to Bacil- 
lus circulans™, but certain features, especial- 
ly its inability to hydrolyze starch, set it 
apart from B. circulans on a strictly toxo- 
nomic basis. It must be recognized, however, 
that members of the genus Bacillus frequent- 
ly show variant characteristics which are 
sufficient to preclude the consideration of 
this organism as an entirely new species. 

The organism under investigation was not 
pathogenic for mice by the usual routes of 
inoculation, but when injected intracere- 
brally it produced a transient and occasion- 
ally fatal meningitis. One out of every three 
mice so inoculated died in seven days, and 
the organism was recovered. 

In vitro sensitivity studies revealed the 
following data on the organism’s sensitivity 
to the therapeutic agents employed: 

Sulfadiazine: resistant to 50 mg. 


Streptomycin: resistant to 20 mg. 
Penicillin: sensitive to 0.25 units. 


Comment 


This case is an excellent illustration of the 
fact that infantile meningitis presents no 
typical characteristic, or distinctive picture. 
Anyone with experience in treating the new- 
born realizes the futility of waiting for bulg- 
ing of the fontanelle, stiff neck, convulsions, 
and fever to suggest the presence of menin- 
gitis in patients of this age. Anorexia, vomit- 
ing, fretfulness, and other minor complaints 
often signal the onset of severe infection in 
infancy. In all too many cases of infantile 
meningitis, the diagnosis is made at the 
autopsy table. 

It is supposed that the umbilicus was the 
portal of entry in this instance, though no 
obvious sign of infection was noted about the 
umbilical vessels at the time of autopsy. We 
can only speculate as to the origin of the 
recovered organism. 

As the in vitro studies showed, penicillin 
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was the drug of choice, and possibly could 
have effected recovery had it been adminis- 
tered very early in the course of the disease. 


Summary 

A case of meningitis in a 5 day old Negro 
male infant was found to be caused by an 
unusual aerobic spore-forming bacillus. A 
detailed report of the case with autopsy find- 
ings and a complete description of the bac- 
teriologic study of the bacillus, has been 
presented. 

In vitro sensitivity studies showed penicil- 
lin to be effective against this organism. 

The authors wish to express their appreciation 
to Miss Mildred Ringle of Memorial General Hos- 
pital, Kinston, North Carolina, who originally iso- 
lated the organism, and to Miss Mary Coleman 
Henderson of Watts Hospital, Durham, North Caro- 
lina, for their continued interest and stimulation. 
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PROGRESSIVE LIPODYSTROPHY 
Report of Two Cases 
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Progressive lipodystrophy, a striking and 
rare condition, was first described by Weir 
Mitchell in 1885"). The syndrome is charac- 
terized by a gradual disappearance of the 
subcutaneous fat, usually limited to the upper 
half of the body, without concomitant loss 
of fat deposits elsewhere. The onset is insidi- 
ous, and occurs between the ages of six and 
12 years. Females are more frequently 
affected than males, the ratio being 2 to 1°’. 
The dystrophy progresses slowly over a num- 
ber of years, until the original fat deposits in 
the affected areas have completely disap- 
peared. 

Various types of this disease have been 
described. Igersheimer, in a recent article®, 
cited cases from the literature in which the 
involvement was limited either to the lower 
extremities, to all four extremities, to the 
face, or to universal distribution except for 
the face. 

The etiology is unknown. The most plaus- 
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Fig. 1 (Case 1). Photograph of the patient at the 
age of 4 years, before the onset of the disease. 
Note normal facial contour. 


ible explanation is that offered by Frank", 
and Igersheimer®’, who gave evidence that 
a poor or defective development of the mes- 
enchyme is at fault, and reported examples 
of congenital and hereditary changes in the 
anlage of the mesenchyme. 

Though lipodystrophy is rare, the reported 
incidence would probably be much higher if 
the condition were recognized more frequent- 
ly. A careful search of the literature by 
Parmelee in 1948) disclosed a total of 95 
cases. Because this syndrome is frequently 
not recognized, even by well trained physi- 
cians, and because the diagnosis can be made 
by physical examination alone, we feel that 
the publication of the following case reports 
is justified. 

Case Reports 
Case 1 


A ten year old white boy was admitted to the 
Pediatric Service of the North Carolina Baptist 
Hospital on August 13, 1946. His parents thought 
he looked “run down.” 

There was no history of similar conditions in 
the family. The past history was noncontributory 
except that at the age of 4 years the patient had 
had two attacks of unexplained gross hematuria, 
from which he recovered without residual changes. 
At the age of 5 years, his face showed a changing 
contour, becoming very thin and old-looking. At 
the age of 6 he was said to have sinusitis, which 
=— to some degree until he was 10 years 
old. 

The physical examination showed an alert, co- 
operative, well nourished and well developed boy 
whose only sign of abnormality was limited to the 
face. The skin of the face was sallow and showed 


Fig. 2 (Case 1). Patient at the age of 10 years, 
showing marked diminution of subcutaneous facial 
tissue. 


apparent loss of all subcutaneous fat. There was 
no pain or tenderness, and no abnormality of the 
muscle tissue was evident. The otorhinolaryngolo- 
gist found no evidence of sinusitis. Laboratory 
studies showed the urinalysis and complete blood 
count to be well within normal limits. Serum chol- 
esterol was 165 mg. per 100 cc., and the Kahn test 
was negative. 

The hospital course was uneventful. A diagnosis 
of progressive lipodystrophy, confined to the face, 
was made and instructions for general supportive 
care were given the parents. 


Case 2 

An 8 year old white girl was brought to the Pe- 
diatric Service of the North Carolina Baptist Hos- 
pital on March 29, 1949, because “she was run 
down” and “had looked old all her life.” The fam- 
ily history was noncontributory. 

The past history showed that the mother had 
“had inflammation of the tubes during the entire 
pregnancy.” The patient’s physical development had 
been somewhat slow. She cut her first tooth at the 
age of 11 months, and did not walk alone until the 
age of 14 months. After beginning school, how- 
ever, she made all A’s. She had a questionable his- 
tory of frequent episodes of pyuria since the age 
of 2 years. 

The physical examination revealed a rather small 
and slightly underweight child, who was _ alert, 
cooperative, and intelligent. The loss of subcutan- 
eous tissues in the face was striking, and the skin 
appeared sallow. On closer examination the neck, 
shoulders, upper extremities and thorax showed 
definite diminution, but not complete loss, of sub- 
cutaneous fat. The lower body appeared normal. 
There was bilateral blepharitis, and the tonsils were 
moderately enlarged and inflamed. 

Laboratory studies showed a catheterized speci- 
men of urine to be negative, and the urine cultures 
were sterile. The Fishberg concentration test was 
normal. The complete blood count was normal ex- 
cept for a 12 per cent eosinophilia, for which no 
cause was found. The serum cholesterol was 200 
mg. per 100 cc., and the Kahn test was negative. 
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Fig. 3 (Case 2). Photographs of patient at the 
age of 8 years, showing marked loss of subcutan- 
eous tissue of the face and upper body. 


Intravenous urograms indicated normal kidney 
function, and normal pelves, calices, and renal 
shadows. 

The hospital course was relatively uneventful, 
and the patient was discharged, with instructions 
regarding good general supportive care and care- 
ful follow-up. 


Discussion 

The two conditions which are most likely 
to be confused with progressive lipodys- 
trophy are progeria and muscular dystrophy 
of the Landouzy-Dejerine type. Progeria is 
characterized by apparent dwarfism begin- 
ning at about the age of one year. Gradually 
thereafter the subcutaneous tissue over the 
body largely disappears. Body hair is scanty 
or absent, and the skin over the abdomen 
resembles that seen in scleroderma. The 
joints are prominent and limited in motion. 
In the facioscapulohumeral type of muscular 
dystrophy (Landouzy-Dejerine) the onset is 
early, frequently under two years of age. As 
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the disease progresses, the face becomes im- 
passive and expressionless, and facial move- 
ments become more and more limited. The 
disease progresses slowly to other muscles, 
with progressive diminution of muscular 
power. 

The differences between these two condi- 
tions and lipodystrophy should be obvious. 
Life expectancy, which is limited in patients 
with progeria and muscular dystrophy, is 
normal in lipodystrophy”. 


Summary 


A brief discussion of progressive lipodys- 
trophy is given and two cases are reported. 
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PLEUROPERICARDIAL CYST 
Report of a Case 
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The first recorded indication of interest in 
the subject of pleuropericardial cysts was 
Cushing’s paper on pericardial diverticula in 
1937. Mazer studied the subject in 1940. 
reviewing 13 additional cases and reporting 
one of his own, to bring the total of reported 
cases to 54. He attributed the origin of these 
diverticula to encapsulated pericardial effu- 
sions, secondary to inflammations. In addi- 
tion to the various cases of pericardial] diver- 
ticula, several cases of thin-walled cysts in 
close relation to the pericardium have been 
found at autopsy and reported since 1929°. 
In 1934 Pickhardt removed a cyst, which 
showed a fibrous outer layer with an endo- 
thelial lining, from the left hemithorax“’. 
Churchill presented a similar case in 1937, 
under the classification of mediastinal cyst. 
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Since that time other authors have reported 
cases and added to the literature. 


Etiology 

The origin of these cysts is intimately as- 
sociated with the embryonic development of 
the endothoracic structures. At the present 
two theories have been advanced to explain 
the actual dynamics. Lambert) attributes 
the formation of the cysts to anomalies of 
the mesenchymal lacunae, which appear 
early in embryonic life to form the peri- 
cardial celom. Later, owing to the ingrowth 
of connective tissue, the pleuropericardial 
celom is separated into two parts. Irregu- 
larity in the development rate of one of the 
primitive lacunae, which help to form the 
pericardial celom, would explain the forma- 
tion of a true congenital pericardial diverti- 
culum. Failure of one of the lacunae to fuse 
with others would result in an independent 
cavity or a pericardial cyst. 

Cooper, in reporting five cases from the 
University of Virginia in 1948), supported 
Kindred’s theory of unequal growth as the 
pleural cavities grow downward into the 
mesenchyme of the body wall, between the 
mesothelium of the pericardium medially 
and the ectoderm of the primitive thorax. 


Symptoms and Differential Diagnosis 


These cysts are usually without symptoms, 
as was true in the case to be reported, in 
which the diagnosis was made by routine 
roentgen examination of the chest. Among 
the symptoms that may be produced, pres- 
sure, cough, dyspnea, and pain predominate. 
Parenti®® reported a case in which the pa- 
tient suffered for three years with a cough 
and asthmatic attacks before excision of the 
cyst brought complete relief. Parenti thought 
the asthmatic attacks were caused by the 
pressure of the tensely filled cyst on the 
nerve plexuses running in the walls of the 
right side of the heart, or by the pull of the 
pedicle on the vascular formation in the pul- 
monary hilus. 

The diagnosis is based on roentgenologic 
evidence, and requires the demonstration of 
a circumscribed shadow of homogeneous 
density continuous with the diaphragmatic 
mediastinal and anterior chest wall shadows. 
The lesion is limited to the anterior inferior 
mediastinum, the contour is sharply defined, 
and the histologic structure makes a homo- 
geneous density. Bronchoscopy and lipiodal 
studies, though usually negative, must be 
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done in order to rule out other mediastinal 
lesions and malignant growths. Elevations 
of the diaphragm can be identified by fluoro- 
scopy. Diaphragmatic hernia can be ruled 
out by barium studies. Neurofibromas are 
usually found in the posterior mediastinum. 
Teratomas may contain calcium. A lipoma 
may be of homogeneous density, but the con- 
tour is less sharply defined than that of a 
cyst. It may be impossible to differentiate 
a cyst and a large fat pad, as was the situa- 
tion in one of Cooper’s cases. 

At times it will be impossible to differenti- 
ate cysts and primary or metastatic malig- 
nant growths. Such an occasion necessitates 
exploratory thoracotomy, as advocated by 
Alexander", Bigger, in the discussion of 
Alexander’s paper, observed that if diaphrag- 
matic hernia can be excluded, the aspiration 
of clear fluid may be diagnostic. A partial 
pneumothorax and roentgenogram of the 
chest, with the patient’s head lower than the 
feet, may be used to explore the possibility 
of dermoids and teratomas, as these growths 
usually produce adhesions and do not change 
position. 


Treatment 

Since a true diagnosis can be established 
only by the removal and histologic study of 
these cysts, roentgen therapy and observation 
are not recommended in these cases. Pro- 
longed observation by x-ray is not justified, 
because of the danger of missing an operable 
malignant condition. The surgical removal 
is quite easy, as the cyst is usually attached 
by a simple pedicle to the pericardial sac. In 
the case to be reported there were two ped- 
icles, which were ligated with a no. 0 chromic 
catgut. 


Case Report 

A 56 year old female was first admitted 
to the State Mental Hospital at Dix Hill in 
Raleigh, North Carolina on January 21, 1941. 
Her physical examination was essentially 
negative except that she was deaf and nearly 
blind. She was later transferred to the State 
Hospital, Butner, North Carolina. 

The only symptoms this patients had were 
a slight cough and a slight pain in the right 
chest. A roentgenogram of the chest disclosed 
a mass at the right base anteriorly. Repeated 
x-ray studies on several occasions, showed no 
change in the appearance of the mass. The 
border was smooth, and a tentative diagnosis 
of tumor was made. Bronchoscopy did not 
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Fig. 1. Roentgenograms of the 
chest revealing the location of the 
pericardial cyst. Note the anterior 
location in the lateral view and the 
smooth contour of the mass. 


reveal any obstruction or inflammation of 
the bronchi. The electrocardiogram was in- 
terpreted as normal, and bronchograms were 
negative. Sputum examinations were nega- 
tive for tumor cells and acid fast organisms. 
An upper gastrointestinal series and barium 
enema were not significant. Diaphragmatic 
hernia was not demonstrated. On the basis 
of these findings an exploratory thoracotomy 
was performed on April 6, 1950. 

A posterolateral approach was used in 
opening the chest, and a smooth pericardial 
cyst was found attached by a small pedicle 
to the right pericardium. The cyst was re- 
sected easily and the pedicle ligated with no. 
0 chromic catgut (fig. 2). The chest was 
closed in routine manner. 
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Fig. 2. Pericardial cyst. Note the relatively smooth 
border and the pedicle in the right upper quad- 
rant. 
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The patient had a smooth postoperative 
course. A small hydropneumothorax which 
developed on the right, was absorbed without 
thoracentesis. The pathologic report revealed 
a pericardial cyst. Since the operation the 
patient has continued to progress nicely. 
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Army Doctors to Study 
Frostbite Injuries 

A five man team of Army military and civilian 
experts in the field of cold weather injuries is now 
in Japan and Korea studying frostbite cases with 
a view toward improving methods of preventing and 
treating this type of injury, the Department of the 
Army has announced, The team is equipped with 
a considerable number of new drugs and methods 
for treating cold injuries, which will be compared 
to present techniques to determine which are better, 
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THE ANNUAL MEETING OF THE 
STATE SOCIETY 


The ninety-seventh annual meeting of the 
Medical Society of the State of North Caro- 
lina will be held in the familiar setting, Pine- 
hurst, May 7, 8, and 9. The program, pub- 
lished in the March issue of the NORTH CARO- 
LINA MEDICAL JOURNAL, should stimulate all 
North Carolina doctors to make a special 
effort to attend the meeting. 

There is a good balance between our own 
members and guest speakers from other 
states. The A.M.A. will be ably represented 
by its president, the dynamic Dr. Elmer 
Henderson; by Dr. Frank E. Wilson of the 
Washington office, and by Mr. Aubrey Gates, 
Field Director of the Rural Health Commit- 
tee. Among other distinguished out of state 
speakers will be Dr. Maurice Pincoffs, pro- 
fessor of medicine at the University of Mary- 
land; Dr. Harry H. Gordon, professor of 
pediatrics, University of Colorado; Dr. Nor- 
vin C. Kiefer, director of the National Secur- 
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ity Resources Board; Dr. Robert Fleming, 
Peter Bent Brigham Hospital, Boston; Dr. 
Howard A. Rusk, professor and chairman, 
Department of Physical Rehabilitation, New 
York University—Bellevue Medical Center; 
Philip Thorek, clinical assistant professor of 
surgery, University of Illinois; Mr. Edgar J. 
Forio, vice president, the Coca Cola Com- 
pany, Atlanta; Dr. Wilmer C. Betts, Captain, 
M.C. U.S. Army and psychiatrist, 7th Infan- 
try Division, Korea; Dr. Carl A. Whitaker, 
associate professor of psychiatry, Emory 
University ; and Dr. Robert P. Barden, assist- 
ant professor of radiology, Graduate School 
of Medicine of the University of Pennsy]- 
vania. 

With such an attractive program, and-with 
all that Pinehurst has to offer as an extra 
dividend for attending, the ninety-seventh 
annual session should be a record-breaking 
one. No president has ever worked harder for 
the Society than has Roscoe McMillan: the 
members can show their appreciation of his 
efforts by their attendance. They will be 
well repaid for the effort. 


ok * 2k 


THE U.N.C. SPECIAL ISSUE 
POSTPONED 


In 1948 the Editorial Board of the NortH 
CAROLINA MEDICAL JOURNAL decided to have 
one special issue a year from one of the three 
medical schools in the state. The first issue, 
in April, 1949, was from Duke and was dedi- 
cated to Dr. Josiah G. Trent, who had been 
a member of the Board at the time of his 
death. The second issue, in March, 1950, was 
from Bowman Gray, and the material was 
collected by Dr. George Harrell. Since the 
third issue, from the University of North 
Carolina, will not appear this year, a word 
of explanation is in order. Dr. John B. Gra- 
ham, who represents the University on the 
Editorial Board, and who has been chosen to 
collect material for the U.N.C. issue, asked 
that it be postponed until 1952, when it is 
expected that the medical school of the Uni- 
versity will be functioning as a four year 
school. This permission was, of course, cheer- 
fully granted by the other members of the 
Board. It is expected that the U.N.C. special 
issue will appear next spring—and that it 
will be a credit to the state University. 
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THE PREPAID MEDICAL SERVICE 
INSURANCE PLAN 


Every member of the State Medical Society 
has had ample opportunity to learn of the 
Society’s Prepaid Medical Service Insurance 
Plan, to be issued to the low income group. 
No member of our Society, since the late Dr. 
Isaac H. Manning organized the Hospital 
Saving Association, has worked harder or 
more unselfishly than has Dr. V. K. Hart and 
his committee. Their report, finally adopted 
at the annual meeting last year, provided for 
a Medical Service Corporation to put into 
operation the proposed Medical Service In- 
surance Plan for the benefit of individuals 
with incomes of $2400 or less, or of families 
with incomes of $3600 or less. 

This plan was adopted after long hours of 
careful consideration, and after conferences 
with men in other states who have had long 
experience with similar plans. It offers the 
best possible answer to the challenge of gov- 
ernment medicine. Its success depends upon 
the cooperation given by the doctors of the 
state. Unless a sufficient number agree to 
render professional services to policy holders 
for the terms agreed upon, the plan can not 
be expected to succeed. It is to be hoped that 
the doctors of North Carolina will not, in the 
time-worn phrase, be backward about coming 
forward in support of this cooperative effort. 


* * * 


THE FOURTH ANNUAL GREENSBORO 
ACADEMY OF MEDICINE SYMPOSIUM 


The fourth annual symposium of the 
Greensboro Academy of Medicine, held at 
the Jefferson Country Club on March 22, 
fully maintained the high standard set by 
previous symposiums. At the morning ses- 
sion, with Dr. Reece Berryhill presiding, Dr. 
Hans May of Philadelphia discussed the sub- 
ject of “Hand Injuries,” and Dr. Robert V. 
Terrell of Richmond spoke on “Office Proc- 
tology.” After an hour’s intermission and 
lunch, Dr. Conrad G. Collins of New Orleans 
discussed “Office Gynecology”; Dr. Paul H. 
Stevenson, of the National Institute of Men- 
tal Health, Bethesda, Maryland, “The Prob- 
lem of Alcoholism”; and Dr. Garfield G. Dun- 
can of Philadelphia, clinical professor of 
medicine, Jefferson Medical College, “The 
New Diabetic.” Dr. Wayne J. Benton, Presi- 
dent of the Greensboro Academy of Medicine, 
was toastmaster at the dinner meeting, and 
Dr. W. T. Sanger of Richmond, president of 
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the Medical College of Virginia, spoke on the 
subject, “The Health Conscious Public Asks 
Three Hard Questions.” 

Of necessity, only the afternoon discussions 
can be outlined briefly. Dr. Collins gave an 
excellent, down-to-earth talk on the technique 
of pelvic examinations; stated logically the 
objections to leaving the cervix when doing 
a hysterectomy; declared his belief that a 
retrodisplaced uterus may give symptoms, 
which may be relieved by suspension or hys- 
terectomy ; and showed how aspiration of the 
cul-de-sac was a valuable diagnostic proced- 
ure in suspected intra-abdominal bleeding, 
as in ruptured ectopic pregnancy. 

Dr. Stevenson gave a most interesting and 
practical talk on “The Problems of Alcohol- 
ism.” Of the 160 million people in the United 
States, he said, the 110 million above 15 years 
old are potential drinkers. Of these sixty-five 
million are occasional or social drinkers, and 
three to five million are problem drinkers, or 
true alcoholics. Alcohol from the chemical 
standpoint is an anesthetic. In treating the 
alcoholic, it is necessary to begin by putting 
him in the best possible physical condition; 
then physiologic and psychologic treatment is 
needed to help prepare him for rehabilitation. 
In his treatment, Dr. Stevenson, himself a 
psychiatrist, reiterated, “Keep the psychia- 
trist on tap, but not on top.” He paid a tribute 
to the effectiveness of Alcoholics Anonymous, 
and said that its members practiced the most 
effective psychiatry possible. 

Dr. Duncan packed into an hour’s informal 
talk an almost unbelievable amount of infor- 
mation on the modern treatment of diabetes. 
He caught the attention of the audience by 
his first statement: “The fat diabetic is a 
mild case; the lean diabetic is a severe one.” 
Most fat diabetics can be rendered free from 
glycosuria by a low calory diet, and should 
be treated by dieting before Nature makes 
them lose weight as their disease becomes 
more severe. He suggested for the average 
adult a diet of 1200 calories, containing 110 
grams of protein, 30 of fat, and 125 of carbo- 
hydrate. Often the loss of 10 or 15 pounds 
would greatly decrease the patient’s insulin 
needs. 

The advantages and disadvantages of the 
different types of insulin was discussed. It 
was gratifying to the advocates of globin 
insulin to hear Dr. Duncan say that he used 
it a great deal. The new NPH has a slightly 
longer effect, but globin is quite satisfactory 
for many, if not most, mild diabetics. 
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In infections, as is well known, insulin be- 
comes much less effective, and much larger 
doses are required. Dr. Duncan said that best 
results were obtained in infections by giving 
nourishment every six hours around the 
clock, and giving regular insulin before each 
meal. He suggested beginning with one third 
the usual daily requirement of insulin at each 
dose, so that there would be an initial in- 
crease of 25 per cent in the insulin dosage. 
Further increases could be made, if neces- 
sary. 

Although this reporter did not hear the 
other addresses, they were said to be of ex- 
ceptional interest. The members of the 
Greensboro Acadamy are to be congratulated 
on the excellence of their program. 


* * * 


HADACOL AVAILABLE ON 
PRESCRIPTION 


At last the “new, miracle working medi- 
cine” Hadacol is available on prescription, 
according to letters sent out to doctors by the 
LeBlane Corporation over the signature of 
“Leslie A. Willey, M.D., Clinical Research 
Director.” The letter contains offers to send 
samples to interested physicians, and states 
that ““HADACOL is also available under a PRE- 
SCRIPTION ‘xX’ label.” 

The Journal of the American Medical As- 
sociation for January 13 tells an interesting 
story about this brazen appeal to physicians. 
It pointed out that no Leslie A. Willey was 
listed in the 1950 American Medical Direct- 
ory, but that the A.M.A. Bureau of Investiga- 
tion had a record of a “Dr.” L. A. Willey who 
had been arrested in Newport Beach, Cali- 
fornia, for practicing without a license and 
for the unauthorized use of the term “doc- 
tor.” It was found that Mr. Willey was a male 
nurse who had been running some sort of 
emergency hospital until he was arrested and 
left town. 

Hadacol, as the Journal of the American 
Medical Association shows™), is only an alco- 
holic solution of relatively small amounts of 
the vitamin B complex, plus a little iron and 
the now obsolete calcium glycerophosphate. 
An advertisement of Hadacol states that only 
the most expensive ingredients are used, “For 
instance, vitamin B-6 which costs at the fac- 
tory $550 a kilogram.” The editor is so un- 
kind as to comment: “The senator (LeBlanc) 
forgot to say that his $550 worth of Vitamin 


EDITORIALS 





159 








Bez is enough for 125,000 bottles of Hadacol 
(half-pints at $1.25 a bottle).” 

That the manufacturer of Hadacol knows 
human nature is evidenced by the fact that 
he is a successful politician—‘“Senator Le- 
Blanc of the Louisiana legislature.” He is 
also a good advertising man, with a flair for 
the theatrical. He knows full well how to 
utilize the elementary principle of psychol- 
ogy laid down many years ago by the late 
master showman, P. T. Barnum: “The people 
like to be humbugged.” 





1. Hadacol—the Ethical(?) Proprietary, J.A.M.A. 


(Jan, 18) 1951. 


145:107 
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POSTGRADUATE EDUCATION 
FOR NEGROES 


Dr. W. Z. Bradford’s recent address as 
chairman of the Section on Obstetrics of the 
Southern Medical Association” is note- 
worthy for at least two reasons—one, the 
excellent record made by the southern states 
in general and by North Carolina in partic- 
ular in reducing maternal mortality—from 
6.0 per 1000 in 1937 to 1.7 per 1000 in 1948. 

The second reason is that Dr. Bradford 
is not content with this record. Even though 
in North Carolina and a number of other 
Southern states the colored maternal rate 
was below the national average, the maternal 
death rate for colored women is still nearly 
three times that for white women. Dr. Brad- 
ford says that there is needed “an improve- 
ment and expansion of hospital facilities for 
maternity patients, especially of the colored 
race, and . . . more adequate professional 
supervision of every parturient through 
pregnancy and delivery.”’ He believes that 
“more colored physicians should also be edu- 
cated, who might participate in improving 
maternal welfare standards in the Southern 
Negro population.” 

That the Board of Trustees of the Uni- 
versity of North Carolina share Dr. Brad- 
ford’s feeling of responsibility for the educa- 
tion of Negro doctors was shown by its recent 
action in recommending that graduate stu- 
dents be admitted to the University for in- 
struction that could not be had of equal 
quality elsewhere. This action of the trustees 
has been acclaimed throughout the nation, 
and underscores the editorial opinion of the 
New York Times that our state university 
is “a tower of enlightenment in the South.” 





Obstetrical Progress in the Southern 
M. J., 44:121-124 (Feb.) 1951. 


1. Bradford, W. Z.: 
States, South. 
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Committees and Organizations 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


Program of Annual Meeting 


O. Henry Hotel 
Greensboro, N. C. 
April 17-18, 1951 
Tuesday, April 17 | 
9:30 a.m.—Registration—Lobby Nie 
11:00 am.—NCTA Board Meeting—Civic Room 
Afternoon 





General Session 
2:00-3:30—Ballroom (Second Floor) 
Invocation— A 
Business Meeting of Association Membership—Dr. 
Herman Easom, President of North Carolina 
Tuberculosis Association, Presiding 
I. Case-Finding Services 
Official Agency—Dr. Robert F. Young, Health 
Officer, Halifax County : 
Private Physician—Dr. J. J. Combs of Raleigh 
Hospital—Dr. E. E. Menefee of Raleigh 
Tuberculosis Association—Mrs. Lois D. Dur- 
ham, Executive Secretary Wake County Tu- 
berculosis Association 
4:00 p.m. 
Presiding—Dr. S. B. McPheeters—Health Officer, 
Wayne County 
II. Community Approach to Tuberculosis Control 
Family Aspects—Mrs. Isabelle Carter, Asso- 
ciate Professor, Social Work University of 
North Carolina 
Community Resources—Dr. John J. Wright, 
Professor of Public Health, University of 
North Carolina 
Team Concent—Dr. E. G. McGavran, Dean, 
School of Public Health, University of North 
Carolina 
Dinner Meeting 
7:00 p.m.—North Carolina Trudeau Society 
Private Dining Room (Main Floor)’ 
Presiding—Dr, M. D. Bonner, President, North 
Carolina Trudeau Society 
Unpredictable Anatomical and _ Physiological 
Factors in Diseases of the Chest—Dr. John 
H. Skavlem, President-elect of American Tru- 
deau Society 
Evening Session 
8:00 p.m.—Public Health Section—Ballroom 
Presiding—Miss Virginia Ryan, Executive Sec- 
retary, High Point Tuberculosis Association 
Session on Seal Sale—Ballroom 
General Session breaking into two or three sessions 
and then reconvening into general session 
Wednesday, April 18 
9:30—Public Health Section—Ballroom 
Presiding—Eleanor H. Smith, President, North 
Carolina Conference of Tuberculosis Secre- 
taries; Executive Secretary, Lenoir ‘County Tu- 
berculosis Association 
Symposium — Tuberculosis 
Community Education 
Doctor’s Role—Dr, A. Derwin Cooper, Medical 
Director, Durham County Sanatorium 
Public Health Nurse—Mrs. Mary K. Bailey 
Social Service—Miss Janet Wien 
Tuberculosis Association—Mrs. C. O. DeLaney, 
Executive Secretary, Forsyth County Tuber- 
culosis and Health Association 
Medical Section—Belle Meade Room 
Presiding—Dr. C. G. Milham, Vice President, North 
Carolina Trudeau Society 


Patient, Family and 








Geriatric Tuberculosis—Dr. William Peck of 
McCain and Dr. Will Hewitt of McCain 
Appraisal of Abnormal X-ray Chest Films 
Fouha in Mass Surveys—Dr. John H. Skav- 
lem, President-elect of American Trudeau 
Society 
Physiotherapy and Chest Therapy—Members 
of Dr. J. D. Murphy’s Staff from Oteen 
12:30 p.m.—Luncheon Meeting—Ballroom 
Presiding—Dr. Herman F. Easom, President, North 
Carolina Tuberculosis Association 
Invocation— 
Speaker—Leigh Mitchell Hodges—Newspaper Col- 
umnist, Philadelphia, Pennsylvania 
Exhibits—Mezzanine 





BULLETIN BOARD 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Duke Biochemist Will Join Team to Improve 
Japanese Medical Teaching 


A Duke University biochemist, Dr. Philip Hand- 
ler, will join a team of 12 medical educators who 
leave for Japan in May to try to improve medical 
teaching there. Dr. Handler, professor of biochem- 
istry and nutrition, Duke School of Medicine, will 
spend two months in Japan and will report on his 
findings to General Douglas MacArthur. 

The team of scientists, each a specialist in a dif- 
ferent medical field, will try to bring teaching 
methods in Japan in line with those of the United 
States. Medical schools there now are said to be 
much like those in Germany after World War I. 

The team will (1) examine teaching and research 
methods in the Japanese medical schools, and (2) 
deliver “typical” lectires and demonstrations to 
students and staff members. 

The project is being directed by the Unitarian 
Service Committee acting on behalf of the Depart- 
ment of Defense. 

Schools represented besides Duke are Harvard, 
Yale, Stanford, Michigan, California, Emory, Wash- 
ington University in St. Louis, Wayne (Detroit) 
and the Medical College of Georgia. 


* * * 


Course in Medical Mycology 

A month’s course in medical mycology, under 
the direction of Dr. Norman F. Conant, is to be 
offered at the Duke University School of Medicine 
and Duke Hospital, July 2-28. The course will be of- 
fered daily, except Sunday, and has been designed 
to insure a working knowledge of the human patho- 
genic fungi. 

The practical aspects of the laboratory as an aid 
in helping establish a diagnosis of fungus infection 
will be stressed. Work with patients, clinical ma- 
terial. cultures and laboratory animals will serve 
as a basis for this course. Also, an opportunity to 
study pathologic material, gross and microscopic, 
will be given those whose previous training would 
allow them to obtain the greatest benefit from a 
study of such material. 

The number of applicants for the course will be 
limited, and the applications will be considered in 
the order in which they are received. An attempt 
will be made, however, to select students on the 
basis of their previous training and their stated 
need for this type of work. 

A fee of $50.00 will be charged for this course, 
upon the completion of which a suitable certificate 
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will be awarded. Please direct inquiries to Dr. Nor- 
man F. Conant, Professor of Mycology, Duke Uni- 
versity School of Medicine, Durham, North Caro- 


lina. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Eben Alexander, assistant professor of sur- 
gery in charge of neurosurgery, presented a paper 
on “The Diagnosis and Treatment of Painful Neu- 
rological Syndromes” at the third annual session 
of the North Carolina Academy of General Prac- 
tice held in Durham, March 4-6. 

* * ok 

Outstanding heart specialists from throughout 
the country participated in the annual Winston- 
Salem Memorial Heart Symposium sponsored by 
the Winston-Salem Heart Association on April 12 
and 13. Dr. R. L. MeMillan of the Bowman Gray 
School staff was in charge of arrangements. 

bo * * 


Dr. Ernest H. Yount, Jr., of the department of 
internal medicine and Dr. Weston M. Kelsey of the 
department of pediatrics have recently received 
research grants from the United States Public 
Health Service. Dr. Yount’s, for the amount of 
$12,000, will be used in the study of the effect of 
ACTH and cortisone on the kidneys. Dr. Kelsey 
and Dr. J. Maxwell Little of the department of 
physiology and pharmacology will work with him 
on the project. Dr. Kelsey’s grant of $8,025 is for 
research on fluid distribution and electrolyte bal- 
ance in children. 

* * 

Dr. Edward C. Hughes, professor of obstetrics 
at State University Medical Center, Syracuse, New 
York, was speaker at the March meeting of the 
Bowman Gray Medical Society. His subject was 
“Intrinsic Metabolism of the Endometrium of the 
Uterus and its Relation to Foetal Growth.” 

eg a % 


A two day meeting of the Wake Forest College 
Medical Alumni Association was held April 6 and 
7, Alumni visited the medical school laboratories, 
the hospital, Graylyn, and the new site of Wake 
Forest College; attended clinics in various special- 
ties and a clinicopathologic conference; and _ held 
a dinner at which Dr. Harold W. Tribble, president 
of Wake Forest College, made the address, follow- 
ing a talk by Dean C. C. Carpenter. Dr. D. Russell 
Perry of Durham is president of the Association, 
and Dr. H. M. Vann of the Bowman Gray School 
staff is secretary-treasurer. 





NORTH CAROLINA COMMITTEE ON 
CHRONIC ILLNESS 


The State Committee on Chronic Illness held its 
first meeting in Chapel Hill in February. Present 
for the meeting were Dr. George Harrell, chairman, 
Bowman Gray School of Medicine; Dr. C. Horace 
Hamilton, North Carolina State College; Frank W. 
Webster, North Carolina Tuberculosis Association; 
Jack McGee, National. Foundation for Infantile 
Paralysis; James T. Barnes, North Carolina Med- 
ical Society; Dr. A. H. Elliott, North Carolina 
State Board of Health; Dr. Edward Hiatt, Univer- 
sity of North Carolina Medical School; Doctors 
Cecil Sheps and Edward McGavran, University of 
North Carolina School of Public Health; Edward 
Brown, North Carolina League for Crippled Chil- 
dren; Miss Katherine Ormston, North Carolina State 
Heart Association; and Doctors Chapman and Craw 
of the United States Public Health Service. 
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Various surveys on chronic illness were discussed 
and it was concluded that surveys should be made 
at the county level. No definite recommendations 
were made but it was agreed that the group would 
ask that a committee from the State Medical So- 
ciety be appointed to consider giving special atten- 
tion to chronic illnesses at the society’s next meet- 
ing. 





CARTERET COUNTY MEDICAL SOCIETY 


The Carteret County Medical Society held its 
regular meeting on March 12, at the Morehead City 
Hospital. This was a dinner meeting, the hospital 
acting as host. 

Dr. S. W. Hatcher, Morehead City. discussed the 
significance of certain serologic tests in the case 
of pregnancy. 

Dr. B. F. Royal, Morehead City, delegate from 
the society, made an interesting report on the State 
Defense Meeting held in Greensboro early in March. 

Dr. N. Thomas Ennett, local Health Officer, read 
a paper entitled, “Draw the Line Between Pre- 
ventive and Therapeutic Medicine.” Among other 
things he pointed out that “public health and pri- 
vate practice are interdependent; that the private 
practitioner and the health officer are both making 
common cause against a common enemy—disease 
and death; that the private practitioner guards the 
individual against disease and death, and the health 
officer so guards the public.” He expressed the 
opinion that “the private practitioner is always 
ready to support any reasonable public health pro- 
gram,” and that “socialized medicine would lower 
the standard of medical practice, and is not in the 
interest of the public.” 

The local Business and Professional Women’s 
Club has requested that the society organize a can- 
cer clinic. The society appointed a committee to 
investigate the matter. 

Dr, Frank E, Hyde, prominent physician of Beau- 
fort, was unanimously nominated for the title of 
the “Doctor of the Year.” 

N. Thomas Ennett, M.D. 
Corresponding Secretary 





JOINT MEETING OF THE FORSYTH COUNTY 
AND GUILFORD COUNTY MEDICAL SOCIETIES 


The medical societies of Forsyth and Guilford 
counties held a joint meeting on the Balinese Roof 
of the Robert E. Lee Hotel, March 8. Prior to the 
dinner meeting, which began at 7:00 p.m., a period 
of entertainment was provided by Drugs Special- 
ties, Inc. Following the dinner, an authoritative 
discussion of “Comprehensive Insurance for the 
Low Income Groups” was conducted under the spon- 
sorship of the North Carolina Medical Society. 





FIFTH DISTRICT MEDICAL SOCIETY 


The spring meeting of the Fifth District Medical 
Society was held at North Carolina Sanatorium, 
McCain, on Thursday, March 29. The following pro- 
gram was presented at the afternoon session: 

“Urinary Tract Calculi”—Dr. J. M. Harry, Fay- 

etteville 

“Medical Preparations for Civilian Disaster”—Dr. 

Chauncey L. Royster, Raleigh 

“Treatment of Burns’”—Dr. Felda 

Winston-Salem 
“Common Diseases of the Eye”’—Dr. R. Winston 
Roberts, Winston-Salem 

Mr. Leroy H. Cox, state director of public rela- 

tions, was speaker at the dinner session. 


Hightower, 











SECOND DISTRICT MEDICAL SOCIETY 


The Second District Medical Society, representing 
nine counties in the coastal area of North Carolina, 
held a dinner meeting at the Washington Yacht 
and Country Club, Friday evening, April 6. Dr. 
Roscoe D. McMillan, president of the State Society, 
and other state officials were special guests. Speak- 
ers at the scientific session were Dr. Clark Rodman 
of Washington, whose subject was “The Use and 
Development of Cortisone,” and Dr, William Nich- 
clson of Duke, who spoke on “New Aspects in the 
Treatment of Hyperthyroidism.” About seventy- 
five doctors attended the meeting. 





NEWS NOTES 


Dr. Hubert B. Haywood, Jr., has opened offices 
in Raleigh for the practice of opthalmology. 


Dr. Henry P. Royster, son of Dr. Hubert A. Roy- 
ster of Raleigh, will serve as surgical consultant 
for the April tour of Army hospital installations 
in Germany and Austria, accompanying Dr. Elbert 
L. Persons, Governor of the American College of 
Physicians for North Carolina. Dr, Royster is_en- 
gaged in the practice of plastic surgery in Phil- 
adelphia. 





MEDICAL COLLEGE OF VIRGINIA 


The office of the Medical Society of Virginia 
and the Virginia Medical Monthly has been moved 
to 1105 West Franklin Street, Richmond 20, Vir- 
ginia. 





SOUTHEASTERN SURGICAL CONGRESS 


The nineteenth Graduate Assembly of the South- 
eastern Surgical Congress was held April 11-14 at 
Hollywood, Florida. Included among the guest 
speakers was Dr. A. T. Miller, Jr., of\\Durham, 
whose subject was ‘‘Recent Studies on Obesity.” 





AMERICAN COLLEGE OF PHYSICIANS 


The thirty-second annual session of the American 
College of Physicians was held in St. Louis, Mis- 
souri, April 9-18. Among the speakers was Dr. 
Kenneth M. Brinkhous, professor of pathology of 
the University of North Carolina, whose subject 
was “Current Concepts of the Coagulation Mech- 
anism,” 





MICHAEL REESE HOSPITAL POSTGRADUATE 
SCHOOL 


The following additional courses have been an- 
nounced by the Michael Reese Hospital Postgrad- 
uate School: a one week course in “Recent Ad- 
vances in Pediatrics,” May 21-26; a two weeks’ 
course in “Diseases of the Endocrines,’? July 9-21; 
a two weeks’ course in “Hematologic Diagnosis,” 
July 23-August 4. For further information, address: 
Dr. Samuel Soskin, Dean, 29th Street and Ellis 
Avenue, Chicago 16, Illinois. 





AMERICAN RADIUM SOCIETY 


_ The success and failure of treatment as applied 
in various forms of cancer will be studied at the 
thirty-third annual meeting of the American Ra- 
dium Society, which will be held in Atlantic City, 
June 7, 8, and 9. Dr. Hugh F. Hare, of the Lahey 
Clinic in Boston, the Society’s president-elect, said 
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that the three day meeting this year would feature 
a well rounded symposium on tumors of the head 
and neck. 





AMERICAN MEDICAL ASSOCIATION 


Medical societies in 329 communities have estab- 
lished night and emergency doctor call systems, 
according to a report by the Board of Trustees of 
the American Medical Association, A survey made 
in the summer of 1948 had shown only sixty such 
plans in operation. 

“While these plans vary greatly according to 
the size of the community, they all have the same 
purpose—to guarantee that the people of the com- 
munity can obtain a doctor at any time of the day 
or night, any day in the year,” it was stated by 
Dr. Louis H. Bauer of Hempstead, New York, 
chairman of the Board of Trustees. 

“The systems are so efficient that even in New 
York County, which operates the largest emergency 
call system in the country, it requires no more 
than seven or eight minutes to have a doctor on 
his way to answer a call.” 

Dr. Bauer added that the board “urges all county 
medical societies that have not yet established a 
formal plan for answering night and emergency 
calls make that a completed project during the 
coming year.” 





NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS 


Seventeen fellowships totaling $5,000 were award- 
ed jointly by Alpha Gamma Delta, international 
women’s fraternity, and the National Society for 
Crippled Children and Adults, the Easter Seal 
Agency, to employment and placement counselors 
for a special course designed to help meet the em- 
ployment problems of handicapped workers. 

The grants accompanying the fellowships covered 
tuition and maintenance for the special course, 
which was held March 12 to April 6, at the new 
Institute of Rehabilitation and Physical Medicine, 
New York University, under the auspices of the 
School of Education. Bernard Sandick, junior re- 
habilitation counselor, of Raleigh, was among those 
receiving fellowships. 

The purpose of the counselor training program 
is to encourage public and private agencies to in- 
crease their services for the severely handicapped. 
The fellowship winners, upon completion of the 
course, returned to their respective places of em- 
ployment to apply their specialized knowledge and 
techniques to the counseling and employment prob- 
lems of the handicapped. 





COMMISSION ON CHRONIC ILLNESS 


The problems of preventing cancer, heart and 
blood vessel diseases, chronic arthritis and rheu- 
matism, and poliomyelitis were attacked at work- 
ing sessions of the National Conference on Chronic 
Disease: Preventive Aspects held in Chicago in 
March. The three day conference was sponsored by 
the national Commission on Chronic Illness, in co- 
operation with the U. S. Public Health Service and 
the National Health Council. The Commission, an 
independent national agency, was founded jointly 
by the American Medical Association, American 
Hospital Association, American Public Health As- 
sociation and the American Public Welfare Asso- 
ciation. 
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AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Seventeenth Annual Meeting of the Ameri- 
can College of Chest Physicians will be held at the 
Ambassador Hotel, Atlantic City, New Jersey, June 
7 through 10. An interesting scientific program has 
been arranged for presentation at the meeting. 

The Board of Examiners of the College has an- 
nounced that the next oral and written examina- 
tions for Fellowship will be held in Atlantic City 
on June 7. Candidates who would like to take the 
examinations should write the Executive Secretary, 
American College of Chest Physicians, 500 North 
Dearborn Street, Chicago 10, Illinois. 

The Convocation ceremonies will be held at the 
Ambassador Hotel, Atlantic City on Saturday, June 
9, at which time Certificates will be awarded to 
new Fellows of the College. 

Dr. George C. Crump, Asheville, is Governor of 
the College for North Carolina. 





AMERICAN HEART ASSOCIATION 


Council for High Blood Pressure Research 


Research scientists and business executives heard 
a report of progress against the greatest enemy 
of the human heart, high blood pressure, at the 
Annual Conference of the Council for High Blood 
Pressure Research of the American Heart Associa- 
tion which was held in Cleveland on Friday and 
Saturday, April 6 and 7. 

The Council for High Blood Pressure Research 
was formerly The American Foundation for High 
Blood Pressure. It was merged with the American 
Heart Association on January 1, 1950, becoming 
one of the component Councils of the Association’s 
Scientific Council. 

The use of various drugs in the treatment of 
cancer was also discussed at the meeting. A series 
of papers was presented to tell doctors “what’s 
new” in the treatment of cancer by biochemical 
means and also by the use of radioactive isotopes. 

Among those who took part in the radioactive 
isotope symposium were Dr. Richard H. Cham- 
berlain, Philadelphia; Dr. James F. Nolan of Los 
Angeles and Drs. J. L. Morton, William G. Myers, 
Allan C. Barnes and George W. Callendine, of 
Columbus, Ohio. 

On Saturday morning, Dr. David A. Karnofsky, 
New York, discussed one of the new nitrogen 
mustard compounds in the treatment of neoplastic 
disease. Dr. Calvin Klopp, of Washington, D. C., 
also discussed the administration of nitrogen mus- 
tard as an adjunct to radiation therapy in the 
treatment of cancer. A review of “All Cases of 
Hodgkin’s Disease: Symptoms, Methods of Treat- 
ment and Longevity,” was given by Dr, William 
E. Howes of Brooklyn, New York. 

Highlighting the convention program was the 
Janeway Lecture, which was delivered by Dr. H. 
Dabney Kerr, Iowa City, Iowa. 


* * * 


Tensions of Today Seen as Cause of 
Heart Strain 


The tensions of our times will take their toll of 
our leadership unless the people under pressure 
take certain precautions, declares Dr. Howard B. 
Sprague, President of the American Heart Asso- 
ciation, in the introduction to the pamphlet, Your 
Blood Pressure and Your Arteries, written by Alex- 
ander L. Crosby and published by the nonprofit 
Public Affairs Committee. (Copies may be obtained 
at 20 cents each from the Public Affairs Commit- 
tee, 22 East 38th Street, New York 16, New York.) 

“The pressure is on again,” Dr. Sprague warns. 
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“Business, government, and industry are marshall- 
ing strength to build the country’s defenses. The 
age bracket of leadership—from 32 on—roughly 
corresponds to the ages when high blood pressure 
develops.” 

Your Blood Pressure and Your Arteries tells what 
precautions are necessary, he points out. “It also 
gives good advice to the 20 per cent of the adult 
population who already have high blood pressure 
or hardening of the arteries. 

“Many patients have the mistaken notion that 
because they are sick they can’t do anything. This 
is not necessarily true. In recent years the scope 
of their activity has been redefined and broadened. 
For many sufferers, new medical developments 
have outmoded invalidism. 

“If you wish to hold your job and avoid being 
an invalid, you may have to make some concessions 
to your high blood pressure,” the pamphlet warns. 
A few short rules suggested for those who have 
high blood pressure: 

Walk—never run—up stairs. 

. Quit anything before you get overtired. 
Relax or nap twice a day. 

Eat four or five light meals instead of three 
heavier ones. 

Go easy on coffee and on tobacco. 

If possible, quit work a little early and exer- 
cise outdoors for an hour. 

. Go to bed well before midnight. 

. Keep your weight normal. 

. Argue and worry as little as possible. 

major effort to stimulate public support of 
research in the cardiovascular field is being con- 
ducted at the present time by the American Heart 
Association and its affiliates through the 1951 
Heart Fund. The Association is seeking $8,000,000 
to finance its nationwide program and research as 
well as education and community service. 


Po OPS 


> 00-3 





MOUNT SINAI HOSPITAL 


Physicians and surgeons throughout this country 
and Cuba are being invited to attend the First An- 
nual Medical Seminar in Cardiovascular Diseases 
of Mount Sinai Hospital, Miami Beach, Florida. The 
event will be held on May 23, 24, and 25, at the 
Sorrento Hotel in Miami Beach. 

Outstanding medical and surgical specialists in 
the cardiovascular field throughout the country have 
been invited to participate in the seminar. Under 
discussion will be various forms of heart diseases 
and peripheral vascular diseases from the medical, 
surgical, physiologic and pathologic points of view. 
Recent work on cholesterol metabolism also will 
be reviewed. 

Guest speakers at the seminar will include: 

Dr. David I. Abramson, Chief, Peripheral Cir- 


culatory Clinic, Michael Reese Hospital; Dr. Claude 
S. Beck, Professor of Neurosurgery, Western Re- 
serve University, School of Medicine; Dr, Samuel 


Bellet, Associate Professor of Cardiology, Graduate 
School of Medicine, University of Pennsylvania; 
Dr. John W. Gofman, Associate Professor of Med- 
ical Physics, Donner Laboratory, University of Cali- 


fornia; Dr. Seymour S. Kety, Professor of Clinical 
Physiology, Graduate School of Medicine, Univer- 
sity of Pennsylvania. Dr. Charles W. Robertson, 
Associate Visiting Surgeon, Massachusetts Memor- 
ial Hospitals; Dr. Otto — , Director of Path- 
ology, Michael Reese Hospital. 


Those interested may obtain further information 


by writing to: Chairman, Seminar_ Committee, 
Mount Sinai Hospital, 4300 Alton Road, Miami 
Beach, Florida. 
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MARKLE FUND GRANTS 


Twenty medical scientists have been appointed 
as the fourth group of ‘Scholars in Medical Sci- 
ence” under the program of the John and Mary R. 
Markle Foundation, designed to keep young doctors 
on med’.al school teaching and research staffs, 
John M, stussell, executive director of the fund an- 
nounced recently. Mr. Russell also announced the 
decision of the Board of Directors to increase the 
amount of the grant by $1,000 a year, making the 
five year total $30,000 instead of $25,000. Beginning 
July 1, this increase will also apply to the forty- 
six current grants made during the first three years 
of the program. All grants will be made direct to 
the medical schools at the rate of $6,000 annually, 
earmarked for support of a specific doctor and his 
research. 

The Scholars were selected from candidates pro- 
ype by accredited medical schools and interviewed 

y regional committees appointed by the Founda- 
tion. 





AMERICAN PHYSICIANS’ ART SHOW 


The American Physicians Art Association will 
have an art exhibit, as usual, during the A.M.A. 
convention at Atlantic City, New Jersey, June 11 
to 15, inclusive. Any physician in the United States, 
Canada, and Hawaii desiring to participate in this 
show should communicate with the secretary for 
particulars. : 

J. Henry Helser & Co., Inc., Investment Man- 
agers, with offices on the Pacific Coast, are the 
new sponsors of the American Physicians Art As- 
sociation, and will award 200 trophies, besides a 
special Helser Trophy—a large decorative cup de- 
picting Yankee Ingenuity. This cup is to be awarded 
for art work done in any medium. Also the large 
Popularity Trophy will be awarded to the owner 
of the art piece receiving the most popular votes 
during the A.M.A. convention. Over 4,000 members 
of the American Physicians Art Association will 
receive entry blanks, shipping labels and rules about 
this fourteenth art exhibition. 

The Annual Art Banquet will be held Tuesday 
evening, June 12, at the Marlborough-Blenheim 
Hotel, Atlantic City. 

F. H. Redewill, M.D., Secretary 
American Physicians Art Association 
760 Market Street 

San Francisco 2, California 





INTERNATIONAL CONGRESS OF PHYSICAL 
MEDICINE (1952) 


Preliminary Notice 

The International Congress of Physical Medicine 
will be held in London, July 14-19, 1952. 

In accordance with the regulations of the Inter- 
national Federation of Physical Medicine, the meet- 
ings of the Congress will be reserved for matters 
dealing with the clinical, remedial, prophylactic 
and educational aspects of physical medicine, and 
with the diagnostic and therapeutic methods em- 
ployed in physical medicine and rehabilitation. Tech- 
nical, scientific and historical exhibitions also will 
be arranged. 

In addition to the Scientific Program, a full pro- 
gram of social events and entertainment is being 
planned for the members and associate members. 
Arrangements for London and provincial visits of 
scientific and historical interests are also being 


made for the Congress week and the following week. 

Applications for the Provisional Program should 
be addressed to the Honorary Secretary, Inter- 
national Congress of Physical Medicine (1952) 45, 
Lincoln’s Inn Fields, London, W.C.2. 
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FEDERAL SECURITY AGENCY 


Assignment of Dr. Estella Ford Warner to a for- 
eign mission in public health under the Point 4 
program was announced recently. 

As Regional Public Health. Representative in the 
Near East, Dr. Warner will participate in a new 
project under which Point 4 grants and technical 
services will be used to help establish a school of 
prem health at the American University in Beirut, 

banon, This will be the first public health train- 
ing facility in the area, and will train students and 
subprofessional personnel from all the Arab coun- 
tries so that they will be equipped to improve 
health conditions in their own countries. 

aK co ok 

Five consolidated listings showing the sanitary 
status of sources from which United States rail- 
roads, airlines, buses, and ships normally obtain 
milk, ice cream, and drinking water supplies for 
their passengers when traveling in this country 
and Canada were released recently by the Public 
Health Service of the Federal Security Agency. 

The listings are os gra to aid carriers to ob- 
tain these supplies only from approved sources and 
thus help to check the transmission of water-borne 
and food-borne diseases across state borders and 
the U. S.-Canadian border. They are expected also 
to simplify the system of records and inspections 
used by state health departments and the Public 
Health Service in classifying the sources. 

Future editions of the classifications will appear 
three times a year and will be dated January 1, 
May 1, and September 1. 

_ Copies may be obtained from the Federal Secur- 

~f Agency’s regional offices in Boston, New York, 
ashington, Cleveland, Chicago, Atlanta, Kansas 

City (Mo.), Dallas, Denver, and San Francisco. 





DEPARTMENT OF DEFENSE 


Medical and Dental Officers Ordered 
To Active Service 

The Department of the Army announced recently 
that 300 medical and 100 dental officers of the 
Medical Service Reserve will be ordered into the 
active military service during the month of April. 
The 400 officers are in Priority I as established 
by Public Law 779 of the Eighty-first Congress. 

The officers will be given at least thirty days 
in which to close out personal and business affairs, 
unless they wish to report at an earlier date. 

This is the first group of medical and dental offi- 
cers ordered into active military service by the 
Army since December 26, 1950, when 890 medical 
and 850 dental officers were ordered to active 
service. 

Priority I for medical and dental Reserve offi- 
cers my to those who participated as students 
in the Army Specialized Training Program or sim- 
ilar programs administered by the Navy, and those 
deferred from service during World War II to pur- 
sue a course of instruction leading to an education 
in medical and allied specialist categories or dental 
and allied specialist categories, and who have had 
less than ninety days’ active military service fol- 
lowing completion of or release from the program 
or course of instruction. 

* * 


Navy Fights Epidemics in Far East With 
Specially Fitted Laboratory Ship 

A complete Navy epidemic control laboratory, 
installed aboard a landing ship for mobility and 
equipped to cope with epidemics of contagious 
disease, has arrived in the Far East. 

The ship, an LSI(L),—Landing Ship, Infantry, 
Large—used during World War II in Okinawa land- 
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ings, is designed to move into infested ports or 
beachheads and knock out disease before it spreads 
to epidemic proportions. 

Remembering that “typhus and allied diseases 
have caused more military defeats than all the gen- 
erals in history,” both Army and Navy medical 
officers have stressed control measures in Korea. 

In charge of work with war-stricken Korean 
natives is Lt. Gerald A. Martin, MC, USN, of Balti- 
more, Maryland. Doctor Martin was reared in Ko- 
rea, where his father taught medicine at Seoul 
University. He speaks Korean fluently. 

(BULLETIN BOARD CONTINUED ON PAGE 168) 





Parke, Davis & Co. Reports Record 
Sales and Earnings in 1950 

Parke, Davis & Co, recently reported net sales 
of $105,707,659 and net earnings of $17,864,830 for 
1950, both the highest in the drug company’s 84- 
year history. 

Dr. A. William Lescohier, Parke-Davis president, 
said in the annual report now being received by 
stockholders that the 1950 net sales, “among other 
things, reflect the increasing availability of our 
new antibiotic drug, Chloromycetin, and its wide- 
spread acceptance and use by the medical profes- 
sion throughout the world.” 

Besides Chloromycetin, the firm manufactures 
more than 1,400 other products. 

During 1950, the company developed and com- 
mercially released more an 30 new products. They 
included Camoquin Hydochloride, a new compound 
highly effective in the treatment of malaria; Ku- 
trol Kapseals, a fundamental new approach to the 
treatment of peptic ulcer; Promacetin, an orally- 
effective compound for the treatment of leprosy; 
and Penicillin S-R with Dihydrostreptomycin, a 
combination of two outstanding antibiotic agents 
designed to combat a wide range of infectious 
diseases. 


Commenting on Chloromycetin, the company said, ° 


“The experience of the past year has served to 
further confirm and support the statement made in 
the Arnual Report issued two years ago—namely, 
that the development and synthesis in our own lab- 
oratory of this new antibiotic drug constituted one 
of the most outstanding achievements in the history 
of the pharmaceutical industry.” 





New Antimalarial Replaces Atabrine 


Production of Aralen, the antimalarial drug which 
has taken the place of Atabrine in use by American 
armed forces, has tripled since Korean hostilities 
began and will be stepped up another 140 per cent 
by July, it was disclosed recently by Dr. Theodore 
G. Klumpp, president of Winthrop-Stearns, Inc. 

Aralen is known chemically as 7-chloro-4 (4-die- 
thylamino -1-methylbutylamino) quinoline diphos- 
phate. Clinical investigation has shown it to relieve 
acute attacks of malaria much faster than pre- 
viously known drugs, and to cure falciparum ma- 
laria, a type of disease that is non-relapsing but 
often fatal. 

Every G. I. stationed in the malarious regions of 
the world during World War II was familiar with 
Atabrine, nicknamed the “little yellow pill.” G. I.’s 
had to take one tablet (0.1 gram) every day as a 
suppressive or prophylactic dose. A curative treat- 
ment required 28 Atabrine tablets over a seven day 
period. 

Comparative doses with Aralen, which is a white 
tablet, are one tablet (0.5 gram) per week as a 
suppressive or prophylactic dose, and five tablets 
over only a two and one-half day period for cure, 
Dr. Klumpp explained. Aralen does not produce 
temporary discoloration of the skin, as Atabrine 
did, he pointed out. 
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AUXILIARY 


MESSAGE FROM THE NATIONAL 
PRESIDENT 


It is a privilege to be alive in the year 1951. 
You may think this is a dubious assertion at 
a time when we seem to be tormented by well 
nigh insoluble problems. I do not feel that 
way, however, for I know and if you think 
a minute you will agree with me, that no 
problem is insoluble to the American people 
if they really wish to solve it. 

Our cause is estimable, our ideals are lofty 
and as Emerson has said “We believe a na- 
tion of men unanimously bent on freedom can 
easily confound the arithmetic of statistics.” 

As wives of physicians, we should become 
leaders in the field of Civil Defense. Every 
county should have a group studying the Civil 
Defense program to prepare its membership 
to go out as teachers and helpers in their re- 
spective communities. The picture ‘They 
Also Serve” is available to you if you write 
Miss Wolfe at central office. If we under- 
stand the situation that confronts us and 
know what to do when an emergency arises, 
we can do much to calm the fears of others. 
Doing such patriotic and constructive work 
at this time is most important and I urge you 
to do it; but do not forget to continue to carry 
on your assistance to and your cooperation 
with the National Education Program. Their 
work is still vital and we have a definite part 
in it. It is so easy for “war emergency pro- 
grams” to embrace other legislation in our 
field before the majority of the people are 
cognizant of it. We must continue to be on 
the alert. 


Our nurse recruitment program and our 
cooperation with the nurses has assumed a 
new importance since the outbreak of the 
Korean War. The longer this war continues 
the more acute becomes the shortage of 
nurses. Every state and county organization 
should redouble its efforts to find the answer 
to this problem. The National and State Aux- 
iliaries can only make suggestions: on the 
County Auxiliary depends the outcome. 

This year, for the first time, county legis- 
lative chairmen have received Capitol Clinics. 
This is a service of the Washington office 
of the American Medical Association and was 
obtained by your National Legislative Chair- 


Reprinted from the Bulletin of the Woman's Auziliary to the 
American Medical Association, March, 1951. 
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man. Please make good use of this material 
and after you read it pass it on to others to 
read. It is an expensive as well as a tedious 
undertaking and will not be continued unless 
each copy is read by more than one person. 
Also, last month you received your first copy 
of P. R. Agenda, a new venture of your public 
relations chairman. I thought it interesting 
and informative. I hope you enjoyed it and 
used it in you county programs. 

Much valuable information regarding our 
work is to be found in our National Bulletin. 
Both the Bulletin and Today’s Health should 
help us in many ways these trying days. I 
urge you to employ every means at your 
disposal to increase the circulation of these 
periodicals. 

The A.M.A. House of Delegates, at its 
interim meeting in Cleveland, added another 
leaf to its book of good deeds for the Ameri- 
can public, when it gave $500,000 for aid to 
medical schools.* We of the National Auxil- 
iary are proud to be so closely associated with 
an organization composed of such clear think- 
ing and courageous men, a group that has 
the ability to see the right thing to do and 
then has the courage to do it. We of the 
National Auxiliary hope this fund will grow 
and receive the support it deserves. 

Mrs. Arthur A. Herold 


* The A.M.A. has stated that contributions to this fund to 
medical school can be earmarked for the particular school of 
which the contributor is an ‘alumnus. 


* * * 


NEWS NOTES 


Are you planning to attend the State Con- 
vention in Pinehurst May 7, 8, and 9? 

Interesting things have been planned for 
you, among them a golf tournament on Mon- 
day afternoon and a session for the gardeners 
present. In connection with the luncheon on 
Tuesday will be a fashion show presented by 
the exclusive Mary Rice Shop of Hamlet. On 
Wednesday morning there will be a breakfast 
for state officers and county presidents and 
presidents-elect. The board meeting will be 
Monday night. Tuesday marks the day of the 
main business meeting. 

A most charming visitor to the Convention 
will be Mrs. Mason Lawson, Little Rock, 
Arkansas, who is National Third Vice Presi- 
dent. 


ok * * 


A few more months and the members of 
the Woman’s Auxiliary to the American Med- 
ical Association will be arriving in Atlantic 
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City, New Jersey, for their Annual Conven- 
tion, June 11-14. Have you made your reser- 
vations? If not, send your request at once to 
Dr. Robert A. Bradley, Chairman A.M.A. 
Housing Bureau, 16 Central Pier, Atlantic 
City, New Jersey. 


* * * 





Mrs. J. W. Huston of Asheville, who was 
State President of the Auxiliary in 1934, 
died March 18. 








BOOK REVIEWS 


Twentieth Century Mental Hygiene: New 
Directions in Mental Health. By Maurice J. 
Shore et al. 444 pages. Price, $6.00. New 
York: Social Sciences Publishers, 1950. 


This book represents a tremendous undertaking, 
that of bringing to the Chee mre as well as the 
lay reader the remarkable advances made during 
this century in the field of mental hygiene. It is a 
collection of articles by many authors prominent in 
this field, as well as in their own specialties of 
psychiatry and psychology. 

The reader is impressed with the great strides 
made in understanding individual as well as social 
emotional problems resulting from the two most 
devastating conflicts this world has yet known— 
World Wars I and II. The problems created by these 
two wars not only stimulated great activity in psy- 
chiatry, psychology, psychiatric social work and 
allied fields, but afforded abundant opportunity for 
statistical analysis, research in diagnostic and 
therapeutic measures, and training methods. These 
studies have been applied and expanded during the 
postwar period. 

As the authors point out, much has been accom- 
plished in both theoretical and practical fields, but 
much yet remains to be done. There is still no 
unanimity of theoretical opinion in many areas, 
notably in the different philosophic beliefs regard- 
ing “motivation” of life. Many practical problems, 
chiefly related to economics and politics, are handi- 
capping the advance of the mental hygiene move- 
ment, more in some areas than in others. Much 
cultural prejudice has been overcome by the suc- 
cesses in the military and civilian enterprises as 
a direct result of the advances in mental hygiene in 
the past thirty-five years, but the néed for contin- 
uing this educational program is more obvious 
every dav, even in the more enlightened communi- 
ties. As Maurice J. Shore points out in the last 
chapter, too little attention has been devoted in 
the past to the so-called normal individual, except 
as a reflection of our studies of abnormal indi- 
viduals. 

This reviewer has two criticisms of the book to 
offer. The first is the unnecessarily large number 
of typographical errors it contains. These errors 
not infrequently cause the reader to stop and pon- 
der to figure out what a word was supposed to be 
in order to understand the meaning. 

The other criticism is more serious. There does 
not seem to be in this volume adequate coverage of 
the tremendous contributions to the advance of the 
mental hygiene movement made by sociology, an- 
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thropology, and religion. Man’s spiritual evolution, 
his need of and search for “faith,” has always been 
and will continue to be one of the most basic and 
potent factors in mental health. It is this reviewer’s 
belief that a minister qualified in clinical pastoral 
work should be the fourth member of the mental 
hygiene clinic team. : 

Otherwise, Twentieth Century Mental Hygiene is 
an interesting, stimulating and worth-while book. 





Para-elsus: Magic into Science. By Henry 
M. Pachter. 360 pages. Price, $4.00. New 
York: Henry Schuman, 1951. 


One of the most fascinating figures in medieval 
medical history was Theophrastus Bombastus ab 
Hohenheim, who gave himself the additional Latin 
name of Paracelsus—implying that he was a Super- 
Celsus (Celsus being a famous Roman physician 
who lived in the first century A.D.) Dr. Pachter 
has given us an excellent pen-picture of this con- 
troversial character, whose unquestioned genius was 
marred by his arrogance and egotism. 

Paracelsus had the unfortunate faculty of arous- 
ing resentment wherever he went. Over and over 
he repeated the cycle of being accepted by a com- 
munity as a great healer, only to be rejected later, 
even by those who had first befriended him, He 
exemplified Seneca’s proverb that “there is no great 
genius without some touch of madness.” Through- 
out his life he manifested paranoid ideas. Toward 
the end he claimed to have been converted, and cer- 
tainly for a time became much gentler, and more 
tolerant, and less dogmatic. There was a brief period 
when it seemed that his last days would be crowned 
with honor and glory, but the inevitable paranoid 
delusions of persecution prevented proper recog- 
nition in his lifetime. 

After his death his true genius was recognized. 
As Dr. Pachter points out, he anticipated biochem- 
istry and wenger pans 6 the functional conception 
of physiology, and modern psychiatry. The stormy 
life of Paracelsus, and his devotion to a passionate 
search for knowledge, is the basis, according to Dr. 
Pachter, of the legend of Faust. 

The book represents an immense amount of re- 
search on the part of Dr. Pachter, and is to be 
commended to anyone interested in learning more 
about the intriguing story of Paracelsus. 





A Classified Bibliography of Gerontology 
and Geriatrics. By Nathan W. Shock, M.D., 
Chief, Section on Gerontology, National 
Heart Institute, National Institutes of 
Health and Baltimore City Hospitals. 599 
pages. Price $15.00. Stanford, California: 
Stanford University Press, 1951. 


The tremendous increase in the problems of old 
age and of the aging process is evident from the 
size of this volume, which is devoted to an exhaust- 
ive list of the literature on the subject. In its 599 
pages 18,036 references are given. Some of these 
are duplications, since they fall into more than one 
classification; but even so, their number is really 
enormous. 

As the title indicates, the references are classified 
for the sake of convenience. The book is a treasure 
house of information on every phase of aging and 
old age. It was made possible by a grant from the 
Forest Park Foundation, and, as stated in the pre- 
face, “represents the cooperative efforts of Stan- 
ford University, the Section on Gerontology (U. S. 
Publie Health Service), and the Foundation.” While 
it ean never become a best seller, it will prove of 
great value to those interested in the literature 
dealing with the problems of old age. 


BOOK REVIEWS 167 


When Minds Go Wrong. By John Maurice 
Grimes, M.D., four years a staff member 
of the Council on Medical Education and 
Hospitals of the American Medical Asso- 
ciation; author of “Institutional Care of 
Mental Patients in the United States.” 
237 pages. Published and distributed by 
the author, 5209 S. Harper Avenue, Chi- 
cago 15, Illinois. 


This bock is a blistering indictment of the con- 
duct of state hospitals for mental disease. No par- 
ticular state is singled out, but the blanket charge 
is made that they are all under political control; 
that the patients in them get only custodial care; 
that most of the treatment is carried out by the 
attendants who only too often are brutal and dom- 
ineering; that the staff doctors have very little 
actual authority in the treatment of the patients 
in the hospitals; and that most patients kept in 
hospitals really should be discharged and allowed 
to take their place in society. 

In the letter that came with the review copy of 
the book, Dr. Grimes states that he is offering it 
to every psychiatrist in America, in the hope that 
they may be stimulated to do something construc- 
tive toward a complete reorganization of the sys- 
tem of state hospitals for the care of the mentally 
ill. The book is worthy of careful reading and pon- 
dering, for there is an uncomfortable amount of 
truth in it. 





Pathology in General Surgery. By Paul W. 
Schafer, M.D. 581 pages. Price, $17.50. 
Chicago, Illinois: The University of Chi- 
cago Press, 1950. 


This book provides an attractive means by which 
the general surgeon may correlate the clinical diag- 
nosis and treatment with the pathology involved in 
the cases under his care. Arranged in a systematic 
fashion by organ systems, a brief discussion of the 
clinical aspects as well as the fundamental path- 
ology of general surgical disease is presented. The 
scope of these discussions is extended by a perti- 
— bibliography accompanying each section of the 

ook. 

Perhaps the greatest asset of this work is the 
inclusion of magnificent color illustrations of the 
gross and microscopic characteristics of various 
disease entities, emphasized and complemented, 
where indicated, with roentgenograms. Its greatest 
appeal is naturally to the general surgeon, but the 
medical student and house officer will find it a 
ready reference for the pathology of general sur- 
gical disease. 





Classified Advertisement 


ANNOUNCING THE OPENING OF A 
MANUSCRIPT CLINIC 


SERVICES: Medical papers edited, re- 
organized, or rewritten; references checked 
and completed; tables arranged; mznuscripts 
retyped. 

DIRECTOR: Mrs. E. W. Jackson, assistant 
editor of the NORTH CAROLINA MEDICAL 
JOURNAL, 1940-1950. 

ADDRESS: 428 Stratford Road, Winston- 
Salem 5, North Carolina. 

RATES AND REFERENCES given on 
request. 





